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Abstract 
The purpose of this study was to identify critical independent living skills and 
community-based activities deemed to be important for adults with disabilities who live 
successfully in community residences in the United States, and evaluate their level of 
independence on each skill and frequency of participation in each activity. Participants included 
residential specialists from small community residences (i.e., 8 or less residents) in 26 states who 
had experience delivering residential services to adults with intellectual and developmental 
disabilities. A survey was mailed to 1000 residential specialists using a random proportional 
stratified sampling procedure; 280 completed surveys were used for data analysis. Skill areas 
addressed in the study included domestic, safety, community, and recreation/leisure. Grooming 
and hygiene, mealtime behaviors, and safety skills (e.g., medical related items, emergency 
response items) were the most frequently identified critical skills. Residential specialists 
indicated that individuals with severe disabilities require assistance on most or some steps of 
domestic and safety skills, and participate less than monthly in most community activities. 
Watching TV and shopping were the most frequently performed recreational activities at home 
and in the community. Type of residential setting, location of residential setting, and hours of in-
home support affected residential specialists‟ ratings of (a) critical domestic and safety skills, (b) 
critical community activities, (c) level of assistance needed with domestic and safety skills, and 
(d) frequency of participation in community activities. Behavioral issues were the primary reason 
for residents to lose their community residential placement.  
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Chapter I 
Introduction 
The nature of residential services for people with disabilities has undergone vast changes 
during the past four decades. Historically, the integration of individuals with disabilities in 
communities has been challenging. Dating from the 1950‟s to the 1960‟s, many people with 
disabilities had very little control over their lives and were forced to spend their lives in large 
institutions with limited custodial care. In the late 1960s, Nirge (1969) introduced the principal 
of normalization which impacted the quality of residential services for individuals with 
disabilities. According to this principle, people with disabilities should live and be educated as 
close as possible to the “norm” for their age in society. The concept of quality of life drawn from 
normalization reformed conditions in large institutions that housed persons with disabilities and 
hastened the movement towards deinstitutionalization. A wide array of community services 
developed in quantity and quality (Baer & Daviso, 2007; Beirne-Smith, Patton, & Kim, 2006; 
Bruininks, Rotegard, Lakin, & Hill, 1987; Prouty, Smith, & Lakin, 2003).  
  A number of important legislative events have promoted community living for 
individuals with disabilities during the past 40 years. The Rehabilitation Act of 1973 protected 
individuals from discrimination based on their disability and empowered them to facilitate their 
inclusion into society. The Americans with Disabilities Act (ADA) mandated public agencies to 
provide services in the most integrated settings for individuals with disabilities. The Olmstead v. 
L.C. decision (1999) prohibited the unnecessary institutionalization of persons with disabilities 
by ruling that federal, state, and local governments should develop more opportunities for 
individuals with disabilities through community-based residential services. Following a 
philosophy of normalization and taking into account legislative regulations, large state residential 
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facilities were gradually closed and depopulated, and people with disabilities moved to 
community residential services (Prouty et al., 2003; Racino, 2000). Today, residential services 
are viewed as a continuum of services (Racino; Taylor, Rachino, Knoll, & Lutfiyya, 1987). 
Instead of bundling all services into one large facility, a large facility tends to be an option in a 
continuum of residential support services.  
Professionals, researchers, legislators, and individuals with disabilities recognized the 
movement from institutions to community residences has been associated with a range of 
positive outcomes for individuals with disabilities. Living in small community-based residences 
produces a markedly higher quality of life for individuals with disabilities than living in a large 
institution (Emerson et al., 2001; Howe, Horner, & Newton, 1998; Nisbet, Clark, & Covert, 
1991; Stancliffe, 1997; Tossebro, 1995) including increased resident satisfaction (Burchard, 
Hasazi, Gordon & Yoe 1991; Wehmeyer & Bolding, 1999), more choices in daily activities and 
opportunities for self-determination (Emerson et al., 2000; Robertson et al., 2001; Stancliffe & 
Lakin, 1998;Wehmeyer & Bolding), participation in community-based activities (Felce, de 
Knock, & Repp, 1986), and the development of friendships and expanded social networks 
(Emerson & McVilly, 2004; Forrester-Jones et al., 2006; Robertson et al, 2001). Furthermore, 
research has consistently reported that community residential settings are cost beneficial 
(Braddock et al., 2000; Hatton, Emerson, Robertson, & Henderson, 1995; Hatton, Emerson, 
Robertson, Henderson, & Cooper, 1996). 
Although there have been increases in community access and progress in residential 
services for individuals with disabilities, young adults with disabilities have continued to 
experience low rates of independent living and low satisfaction with their adult lives (Blackorby & 
Wagner, 1996; Billstedt, Gillberg, & Gillberg, 2005; Haring & Lovett, 1990; Hasazi et al., 1985; 
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Howlin, Goode, Hutton,  & Rutter, 2004; Wagner et al., 2005; Wehman, 2006). A large body of 
research continuously demonstrates that only a very small percent of adults with disabilities 
move out of family homes and live independently (Billstedt et al.; Lovett; Hasazi et al., 1985; 
Howlin et al.; Newman, 2009; Wagner ; Wagner et al). In particular, youth with more severe 
disabilities are the least likely to live independently (Blackorby &Wagner; Kregel, Wehman, 
Seyfarth, & Marshall, 1986; Newman).   
 Preparing for a smooth transition from high school to adult community settings for 
students with disabilities is a priority of education. High school should offer a curriculum that 
can help students achieve specific goals and succeed in the community (Nolet & McLaughlin, 
2005). Many professionals recommend that practitioners teach the content of a functional 
curriculum that emphasizes skills needed to function after leaving high school. This curriculum 
is longitudinally relevant so that students learn skills that enable them to prepare for work and 
interact in integrated community settings (Browder, 2001; Brown, Nietupski, & Hamre-
Nietupski, 1979). This is particularly important for students with severe disabilities, because 
individuals with severe disabilities may exhibit learning characteristics that require a longer time 
to master certain skills and intensive types of instructional support to learn all skills and 
knowledge needed to live successfully in the community (Westling & Fox, 2004). Therefore, 
students with severe disabilities need to be exposed to curriculum content designed to develop 
their current and future independence in such areas as domestic, health and safety, self-
determination, leisure/recreation, community, communication, and social skills. This body of 
skills is called independent living skills. Gaining independent living skills during high school 
results in better independent living outcomes for students with disabilities in adulthood and is 
critical for successful community integration (Aveno, 1987; Kregel et al., 1986; Snell, 1983).  
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Despite the importance of independent living skills, relatively few empirical studies have 
explored which independent living skills are important to live successfully in the community 
(Aveno, 1987; Bruinnks et al., 1992; O‟Connor, 1976; Siperstein, Reed, Wolraich, & O‟Keefe , 
1990). In addition, existing studies are outdated and only report important competencies for 
community residential settings in general rather than distinguishing skills needed based on type 
of community setting (e.g. group homes, supported apartment). Therefore, a systematic approach 
to identifying the skills needed to function in the continuum of community-based residential 
settings is needed.  
Increasing and gaining the knowledge and skills necessary for success in community 
residential settings is a primary goal of special education.  The Individuals with Disabilities 
Education Act (IDEA) clearly indicates that one of the purposes of special education is to 
prepare students with disabilities “for further education, employment and independent living” 
[Section 601(d)]. In addition, the No Child Left Behind Act (NCLB) ensures that all students 
have access to the general educational curriculum. Participating in the general education 
curriculum may improve the quality of education that students with severe disabilities receive; 
however imposing an externally-mandated curriculum on students with disabilities hinders the 
implementation of a differentiated curriculum that meets each student‟s unique educational needs 
(Dymond & Orelove, 2001; Stodden, Galloway, &  Stodden, 2003; Turnbull & Turnbull, 1998). 
With the current emphasis on access to the general education curriculum, special education 
teachers are concerned that the instruction presented to students with disabilities may be limited 
to academic content (Dymond & Orelove); thus, students may not have opportunity to acquire 
authentic skills that help them to live more independently in the community.  
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 Some commercial and un-published curriculum guides have been developed to assist 
school personnel with selecting independent living skills to teach students with moderate or 
severe disabilities (Brolin & Kokaska, 1997; Ford et al., 1989; Giangreco, Cloniger, & Iverson, 
1998; Renzaglia & Aveno, 1986; Wilcox & Bellamy, 1987). However, the most recent version of 
these guides (i.e., Giangreco et al.) was published in 1998. Therefore, the skills and activities that 
are listed in these guides may not be appropriate for students who live in the 21st century. In 
addition, only one guide (see Renzaglia & Aveno) is based on  research of residential specialists 
perceptions of independent living skills and community activities that are actually needed to 
successfully live in future settings (although the philosophy of all guides is in fact research-
based).  
A growing body of evidence indicates that residential specialists play an important role in 
the daily lives of residents with disabilities. Staff behaviors (Felce et al., 2000; Hatton et al., 
1996), their education (Räikkönen, Perälä, & Kahanpää, 2007), and work experience (Willer & 
Intagliata, 1982) affect residents with disabilities‟ frequency of engagement in community 
activities and service quality. In addition, the quality of staff can determine the successful 
community adjustment and personal development of individuals with developmental disabilities. 
Thus, it is important to know staff perceptions about what independent living skills and 
community-based activities are deemed to be important for adults with disabilities who live 
successfully in community residences. 
The Purpose of the Study 
The purpose of this study was to investigate residential specialists‟ perceptions in order to 
(a) identify independent living skills and community activities deemed to be important for adults 
with disabilities who live in community residences and (b) evaluate the level of independence of 
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the adults with severe disabilities who live successfully in residential settings in the United States. 
The relationship between the critical independent living skills and the level of independence 
possessed by the residents was explored. In addition, this study investigated the relationship 
between type of residential setting, location of residential setting, and hours of support provided 
to residents and residential specialists‟ perceptions of skills needed by individuals with 
disabilities who live successfully in the community. 
Definitions of Terminology 
Key terminology used throughout this study is defined in this section. 
1. Adults:  Adults are persons who are 18 years of age or older.  
2. Critical skill: A critical skill is a skill that all individuals at the residence can perform 
(independently or in part) or one that is targeted for instruction with any individuals at the 
residence who cannot perform the skill. 
 
3. Community residential facilities: Community residential facilities includes ICFs/DD and 
group homes.  
 
A. ICFs/DD: ICFs/DD are funded under Title XIX of the Social Security Act. These 
facilities generally provide twenty-four hour care by a number of paid educational, 
medical, and social service personnel similar to the care offered in a large group 
facility. All individuals in ICFs/DD receive financial benefits from Medicaid. For 
the purpose of this study, only small sized ICFs/DD (i.e., eight or less individuals 
with disabilities) were included. 
 
B. Group homes: Group homes are a type of community residence in which one or 
more individuals with disabilities live with staff.  Group home residents receive a 
room, meals, 24 hour supervision, and training in personal care, maintaining a 
household, and leisure/recreational activities. For the purpose of this study, only 
small sized group homes (i.e., eight or less individuals with disabilities) were 
included. 
 
4. Supported apartment: Supported apartments are generally designed to provide housing 
and support services for one or two persons with disabilities. Staff members who 
supervise and provide services to individuals in supported apartment settings may reside 
in another apartment in the same complex or may travel to the apartment daily or weekly 
to provide support. Sometimes, a roommate without disabilities may be a paid staff 
member or an unpaid staff member living for free or at a reduced rent. Residents with 
disabilities who live in supported apartments usually have the skills necessary to take 
 
 
7 
 
care of themselves but occasionally need assistance with difficult or infrequent tasks (e.g., 
grocery shopping, planning a monthly budget, or making a doctor‟s appointment).   
 
5. Severe disabilities: Persons with severe disabilities are "individuals of all ages who 
require extensive ongoing support in more than one major life activity in order to 
participate in integrated community settings and to enjoy a quality of life that is available 
to citizens with fewer or no disabilities" (TASH, p. 19). 
 
6.  Intellectual disability: Intellectual disability (formerly named Mental Retardation) is 
disability characterized by significant limitations both in intellectual functioning 
(reasoning, learning, problem solving) and in adaptive behavior, which covers a range of 
everyday social and practical skills. This disability originates before the age of 18 
(American Association on Intellectual Developmental Disabilities).  
 
7. Successful living: An individual who lives “successfully” in the community is defined as 
a person who thrives in the community and is not at risk for losing his/her residential 
placement. Living successfully in the community does not necessarily mean that a person 
lives independently.  An individual who lives successfully in the community may require 
supervision, adapted materials and equipment, and only partially participate in everyday 
activities. 
 
Brief Explanation of Methodology 
A national survey was conducted to investigate the perceptions of independent living 
skills and community-based activities. The population included residential specialists who work 
at community residential facilities (i.e., ICFs/DD and group homes) and supported apartments.  
A random proportional stratified sampling procedure was used to select survey participants. A 
total of 26 states participated in the survey. 
 The survey consisted of six parts: (a) information of community residence, (b) domestic 
and safety skills, (c) community activities, (d) recreational/leisure activities, (e) reasons for 
individuals with disabilities to lose their residential placement, (f) demographics information of 
residential specialists. Descriptive statistics (i.e. frequency, mean, percentage and standard 
deviation) and inferential statistics (i.e., ANOVA, Chi square, and Pearson product-moment 
correlation) were used to answer research questions. This study sought to answer the following 
research questions: 
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1. What are the critical domestic and safety skills possessed by adults with disabilities who 
live successfully in the community?  
 
2. What are the critical community activities performed by adults with disabilities who live 
successfully in the community? 
 
3. What level of assistance do adults with disabilities receive when performing domestic 
  and safety skills? 
 
4. How frequently do adults with disabilities participate in community activities? 
 
5. What recreation/leisure activities do adults with disabilities  who live successfully in the   
 community most frequently engage in at home and in the community? 
 
6. What are the most common reasons for adults with disabilities who live in the community 
  to lose their residential placements? 
 
7. What factors affect residential specialists‟ perceptions of skills and activities? 
 
A.  Are there differences in residential specialists‟ perceptions of critical domestic and 
safety skills based on characteristics of the residence (i.e., type of residential setting, 
location of residential setting, and hours of in-home support)? 
 
B. Are there differences in residential specialists‟ perceptions of critical community 
activities based on characteristics of the residence (i.e., type of residential setting, 
location of residential setting, and hours of in-home support)? 
 
C. Are there differences in residential specialists‟ perceptions of the level of assistance 
needed by residents with disabilities to complete domestic and safety skills based on 
characteristics of the residence (i.e., type of residential setting, location of residential 
setting, and hours of in-home support)? 
 
D. Are there differences in residential specialists‟ perceptions of the frequency in which 
residents with disabilities participate in community activities based on characteristics 
of the residence (i.e., type of residential setting, location of residential setting, and 
hours of in-home support)? 
 
8.  What is the relationship between the critical domestic and safety skills in which adults 
with disabilities that live successfully in the community engage and their level of 
assistance needed?  
 
9. What is the relationship between the critical community activities in which adults with 
disabilities that live successfully in the community engage and their frequency of 
participation? 
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Chapter II 
Literature Review 
Over the past 40 years, a dramatic shift has occurred in residential placement patterns of 
adults with disabilities. Individuals who were once placed in large residential facilities (i.e., 
institutions) are increasingly served in community settings. However, despite this progress, full 
access to community living options is still limited for people with disabilities (Wagner, Newman, 
Cameto, & Levine, 2005). Therefore, the adjustment of youth with disabilities transitioning from 
high school to community living is a major concern of parents, educators and policy makers.  
The purpose of this literature review is to describe the importance of community living for 
people with disabilities. Also, issues critical to preparing students with disabilities to make a 
successful transition to community living are addressed.  
 This chapter presents a review of the literature in five specific areas: (a) the historical 
context of issues and paradigm changes leading to independent living for people with disabilities,  
(b) benefits of community living, (c) post-school independent living outcomes for individuals 
with disabilities during the past 40 years, (d) independent living skills and community-based 
activities necessary to function in various residential settings, (e) high school curricula for 
students with severe disabilities, (f) concerns about high school curricula, and (g) curriculum 
guides focused on independent living skills. 
History of Independent Living 
Over the last century, society‟s view of people with disabilities has changed dramatically. 
Increasingly society has come to accept that individuals with disabilities have a right to live in 
their own communities. Understanding the history of independent living is important in order to 
comprehend changing societal values that have led to the evolution of the current residential 
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services for people with disabilities. The following section provides an overview of the historical 
and philosophical perspectives which have informed the community integration movement and 
residential services for people with disabilities.  
 Normalization and deinstitutionalization 
Until the 1960s, many people with disabilities were denied the opportunity to live in the 
community. Individuals with disabilities, especially those with psychiatric and developmental 
disabilities, were frequently placed in large segregated institutions for medical treatment and 
assistance with daily living skills. These institutions provided custodial care and few services to 
promote independence. Oftentimes residents were used as unpaid labor in providing food service, 
laundry, cleaning, farming, and construction for the institution (Baer & Davison, 2007; Berne-
Smith, Patton, & Kim, 2005).   
The media began to pay increasing attention to the horrific living conditions at large 
institutions (Baer & Davison, 2007; Test et al., 2005). Blatt and Kaplan (1966) published a photo 
essay book entitled Christmas in Purgatory which exposed the abusive conditions present in 
institutions. The book depicted residents with disabilities who were kept for days in solitary 
confinement, and showed residents who were naked, tied up, and living in overcrowded wards. 
Much of the public was outraged and the growing dissatisfaction with abusive conditions at 
institutions led to the emergence of new philosophies as well as law suits that eventually 
challenged the existence of institutions (Taylor, 1988).  
In the late 1960s the principle of normalization was first developed and articulated by 
Nirge (1969). He defined normalization as “making available to the mentally retarded patterns 
and conditions of everyday life which are as close as possible to the norms and patterns of the 
mainstream of society” (p.181). Normalization emphasized the need to move individuals with 
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disabilities into the community and foster the development of community-based living 
arrangements. The principle of normalization became the cornerstone of a progressive effort to 
reform conditions in institutions that housed persons with disabilities. Professionals, parents, and 
policymakers increasingly advocated that people with disabilities should be placed in 
mainstream society and utilized normalization as a framework to design, implement, and 
evaluate the quality of services and living environments for these individuals (Test et al., 2006). 
As a result of normalization, large institutions for people with disabilities were gradually 
replaced by smaller integrated environments (Baer & Davison, 2007; Beirne-Smith et al, 2006). 
Class action law suits and legislation also were passed that mandated improved institutional 
conditions. These legislative events forced many states to initiate deinstitutionalization and 
develop community based alternative programs (McDonnell et al, 2003; Stobel & Usiak, 2005). 
Therefore, drastic increases in the number and types of community-based residential settings 
were developed for people with disabilities. In 1972, Title XIX of the Social Security Act added 
a new benefit called Intermediate Care Facilities for the Mentally Retarded (ICFs/MR). These 
facilities are now known as Intermediate Care Facilities for Individuals with Developmental 
Disabilities (ICFs/DD). ICFs/DD range from small group homes to large private and public 
operated institutions (McDonnell et al., 2003). Most ICFs/DD are large congregate care facilities 
focused on intensive medical or behavioral intervention; yet, some smaller ICFs/DD exist that 
serve between 3 and 16 residents and provide twenty-four hour care that includes medical and 
educational services. The supplemental security income program and the Medicaid health care 
programs were developed to support ICFs/DD (Baer & Davison, 2007). 
Even legislation and court cases have advocated individuals‟ freedom of choice in their 
living arrangements. The Rehabilitation Act was the first piece of legislation to protect 
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individuals from discrimination based on their disability. The nondiscrimination requirements of 
the law applied to agencies and organizations that received federal funding. The purpose of the 
law was to “empower individuals with disabilities to maximize employment, economic self-
sufficiency, independence, and inclusion and integration into society” (Rehabilitation Act of 
1973, Sec. 2(b)).  Section 504 of the Rehabilitation Act further authorized research and 
demonstration projects to promote the establishment of community-based services and 
independent living. This resulted in major changes in national disability policy away from 
benevolence and toward the legal protection of individuals with disabilities and their civil rights 
(Lachat, 1988). One of the demonstration projects funded through the Rehabilitation Act was 
consumer-controlled Centers for Independent Livings (CILs). According to Dejong (1979), the 
locus of the problem was not the individuals, but the environment that included society at large. 
He emphasized the importance of the environment and considered independent living services as 
a way to eliminate environmental barriers. This independent living movement began to 
reorganize residential services to offer support in the settings chosen by individuals with 
disabilities. The national network of CILs continues to promote and implement this independent 
living philosophy by providing personal assistance services, peer counseling, information and 
referral services, and supported living (Test et al., 2005). Individuals with disabilities no longer 
wanted to be viewed as people that need to be “treated”, but rather as individuals who can make 
their own decisions and control their own lives (Dejong).  Section 504 of the Rehabilitation Act 
of 1973 and the development of CILs enhanced individuals with disabilities‟ right to live in 
community settings and pushed their lives in more inclusive ways. 
The Americans with Disabilities Act (ADA) of 1990 expanded the requirement of the 
Rehabilitation Act to cover all government agencies, including those that did not receive federal 
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funding, private sector employment, and all public services (Strobel & Usiak, 2005). The ADA 
stressed that people with disabilities have equal access to services and benefits of public 
accommodations and facilities, and mandated nondiscrimination in employment, public 
accommodations, transportation, and telecommunication.  This meant that businesses and 
services that are used regularly by all people cannot refuse services to people with disabilities. In 
addition, ADA required public agencies to provide services in the most integrated setting 
appropriate to the needs of qualified individuals with disabilities.  The ADA is important to 
independent living because it promotes equal access and services for individuals with disabilities 
(Strobel & Usiak). 
In 1999, interpretations of the ADA were tested in court during the Olmstead vs. Zimring 
case. Two women with disabilities were living at the Georgia Regional Hospital even after their 
doctors and caregivers agreed that they were able to live in the community with appropriate 
services and supports. However, the state of Georgia did not agree and justified their continued 
institutionalization due to budgetary constraints. The United States Supreme Court affirmed the 
right of individuals with disabilities to live in the community.  The individuals‟ choices of living 
placement must be affirmed under the ADA.  This landmark civil rights decision in the U.S. 
Supreme court required states to administer services, programs, and activities in the most 
integrated setting appropriate to the needs of individuals with disabilities.   
The New Freedom Initiative of 2001 was another major force behind promoting home- 
and community-based services and eliminating barriers to the community. Even after the 
Olmstead decision, many people with disabilities were forced to remain in institutions because of 
the lack of community-based services available in their states and hometowns (Strobel & Usiak, 
2005). The New Freedom Initiative supported states' efforts to meet the goals of the Olmstead v. 
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L.C. Supreme Court decision (1999) by increasing the budget to provide accessible transition, 
home ownership, educational opportunities, integration of people with disabilities in the 
workplace and community living (U.S. Department of Health & Human Services, 2003). For 
example, in order to increase homeownership rates for people with disabilities, the President 
supported a program that permits them to use rent subsidy vouchers to make mortgage payments 
to buy their own homes.  
Today, most individuals with disabilities live in the community. Many residential service 
providers continue to offer residential placements as a continuum of services (Taylor, 1988; Test 
et al., 2005). The continuum is structured to teach increasingly more complex skills and to move 
individuals with disabilities toward more integrated and independent community settings. The 
continuum of services is based on the assumption that individuals with disabilities will 
eventually acquire enough skills so that they will not require services (McDonnell et al., 2003). 
The primary criticism of this model is that it calls for individuals with disabilities to accomplish 
certain levels of competency before moving to a more normalized, integrated living environment.  
As a result, adults with the most severe disabilities are more likely to reside in more restrictive 
integrated residential settings (Test et al.).  Hasazi and her colleagues (1985) criticized the 
continuum of services model claiming the independence of adults with disabilities largely 
depended on their level of available support and the accessibility of residential options in the 
community rather than on the functioning level of individuals. In addition, some experts in the 
field have noted that the continuum of services model fails to achieve a quality of life for people 
with disabilities compared to people without disabilities (Braddock, Hemp, Parish, & Rizzolo, 
2000; Wehman, West, & Kregel, 1999). Researchers, policy makers, and advocates have called 
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for restructuring residential programs to reflect the needs and preferences of people with 
disabilities and their families (Knoll & Wheeler, 2000, 2005; O‟Brien, 1994).  
 Residential services 
Despite these criticisms, today residential services are organized according to the 
continuum of services model (Davis, 2002; Racino, 1995).  The availability of residential options 
and the capacity of residential settings vary dramatically from locality to locality and state to 
state (Alba, Prouty, Scott,  & Lakin,2008. Braddock, Hemp, & Rizzolo, 2008). The type of 
setting in which an individual lives depends on his/her level of functioning and independence 
(Baer & Daviso, 2008; Taylor, Biklen, & Knoll, 1987). In most states the continuum of services 
is comprised of six types of residential settings: large group facilities, ICFs/DD, group homes, 
adult foster care, supported living settings, and independent living. The characteristics of each 
residential setting are described below. 
Large group facilities are state-operated and privately owned institutions and nursing 
homes that provide services to 16 or more residents at a time (Beirne-Smith et al., 2006).  They 
are typically focused on providing long-term medical support and direct care rather than teaching 
skills that will prepare residents for community living (Davis, 2002 ; McDonnell et al., 2003). 
These facilities are on the most restrictive end of the continuum and often provide only limited 
opportunities for community integration. Many individuals with disabilities are transferred from 
large public or private institutions to smaller residential settings (Prouty, Smith, & Lakin, 2003).  
ICFs/DD are funded under Title XIX of the Social Security Act. For many people with 
intellectual disabilities, ICFs/DD are the first setting along the community residential continuum 
(McDonnell et al., 2003). These facilities range from small group homes (i.e., 3 to 4 persons) to 
large private and public institutions (i.e., 16 or more persons). They generally provide twenty-
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four hour care (Crane, 2001) by a number of paid educational, medical, and social service 
personnel similar to the care offered in a large group facility (Beirne-Smith, Patton, & Kim, 
2006). All individuals in ICFs/DD services receive financial benefits from Medicaid.  In order to 
receive reimbursement under the program, states must provide active treatment based on an 
individualized assessment of residents‟ habilitative needs. Active treatment includes an 
individual written plan of care, evaluation, and an annual review (McDonnell et al.).  
Group homes are the type of community living arrangement most often used by people 
with development disabilities (Beirne-Smith et al., 2006; Braddock et al., 2000). Some group 
homes are small (e.g. four people), while other may have up to 15 residents. Often times, an 
individual with disabilities needs to meet certain criteria in order to live in a group home (e.g., 
toileting, dressing/undressing, etc). A group home provides a more home like environment than a 
large facility or ICFs/DD, and a more normal daily routine. Group home residents receive a room, 
meals, 24 hour supervision, and training in personal care, maintaining a household, and 
leisure/recreational activities (McDonnell et al., 2003). The small size of group homes also 
allows residents to access the surrounding community more easily and to have a more 
personalized relationship with staff members and other residents (Test et al., 2005). 
With adult foster care, a person with disabilities lives with a family in the family‟s home 
(Davis, 2006). Adult foster care providers offer family-style living and are usually licensed to 
serve not more than 6 adults. Providers may be family members or non-family members. 
Supervision is provided on a 24 hour basis. Residents who live in foster homes can receive 
periodic or regular assistance with daily living activities and personal care, but foster homes do 
not provide continuous nursing care (Davis).  
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Supported living settings (sometimes called supervised /supported apartments or semi-
independent living facilities) are generally designed to provide housing and support services for 
one or two persons with disabilities (Davis, 2006). Staff members who supervise and provide 
services to individuals in supported living settings may reside in another apartment in the same 
complex or may travel to the apartment daily or weekly to provide support. Sometimes, a 
roommate without disabilities may be a paid staff member or an unpaid staff member living for 
free or at a reduced rent. Residents with disabilities who live in supported living settings usually 
have the skills necessary to take care of themselves but occasionally need assistance with 
difficult or infrequent tasks (e.g., grocery shopping, planning a monthly budget, or making a 
doctor‟s appointment) rather than ongoing daily support (Beirne-Smith et al., 2006; Davis, 2006). 
Supported living settings have been shown to deliver better outcomes in terms of cost and quality 
of life for people with disabilities than traditional congregate and facility-based living 
arrangements (Scancliffe & Keane, 2000) and have demonstrated strong potential to lead to 
independent living (McDonnell et al., 2003).  
Finally, independent living is at the opposite end of the continuum of large group 
facilities (e.g. institutions) and represents the least restrictive living environment. Residents 
purchase or rent their own apartments or houses and live by themselves, with a spouse and 
children, roommates, or friends (Davis, 2006). They share responsibilities with these people, and 
are able to pursue activities of their own choosing. Independent living is achieved when formal 
services are no longer required. However, most people, including people without disabilities, 
also live “interdependent” lives (Davis).   
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Benefits of Living in the Community 
 The move from institutions to community living has been associated with diverse positive 
outcomes for people with disabilities. Living in small community-based residential programs 
produces a markedly higher quality of life for individuals with disabilities than living in a large 
institution (Emerson et al., 2001; Howe et al., 1998; Nisbet, Clark, & Covert, 1991; Stancliffe, 
1997; Tossebro, 1995). Some domains of quality of life include level of engagement in domestic 
and community activities, satisfaction and sense of well being, social relationships, and self-
determination.  
Individuals who live in small community-based residential settings show higher levels of 
engagement in community activities than residents in large institutions (Emerson & Hatton, 
1994; Felce, de Knock, & Repp, 1986; Felce et al., 2008; Heller et al., 2002). For example, 
Madigan, Mise, and Maynard (1996) found that compared to residents in institutions, community 
living provided opportunities to engage in a variety of activities and remain more physically 
active. These findings are parallel with a study by Heller et al. that found that people who 
relocated to community settings with 18 or less residents and ICFs/DD settings had higher levels 
of community integration than did residents who stayed in nursing homes. Others have found 
that individuals in semi-independent living arrangements and small homes (i.e., max six 
residents) used more community facilities than people who lived in larger homes (Howe et al., 
1998; McConkey, Abbott, Walsh, Linehan, & Emerson, 2007; Stancliffe & Keane, 2000).  A 
recent study by Felce and his colleagues (2008) found that semi-independent residential settings 
were associated with more frequent choices and community activities than fully staffed group 
homes, and individuals in semi-independent living received sufficient supports for health, living, 
and financial well-being.   
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Residents in smaller living settings experience more satisfaction and a greater sense of 
well-being than those in large residential settings. Burchard, Hasazi, Gordon and Yoe (1991) 
compared the satisfaction of 133 adults with intellectual disabilities living in group homes, 
supervised apartments, and with their families. Lifestyle normalization and personal well-being 
were assessed with structured care provider interviews about residents' age-appropriate activities, 
responsibilities, autonomy, independence, community access, and personal relations in his or her 
residence. They found that persons in the family home and supervised apartments reported 
significantly higher levels of residence life style satisfaction or personal well-being than group 
home residents. These results are consistent with the recent findings of Stancliffe and his 
colleagues (2009). Self-reported satisfaction and sense of well-being were assessed in 1,885 
adults with intellectual and developmental disabilities receiving ICFs/DD and Home and 
Community-based Services (HCBS). HCBS are individualized services and supports to 
persons with developmental disabilities who are living in their home, with families, or in 
other community settings such as small group homes. Individuals with intellectual disabilities 
living in ICFs/DD felt significantly more loneliness than individuals living at home and 
receiving HCBS. Smaller settings like a home or group home offered significantly more 
consistent supports and a more home-like environment. 
Social relationships are a critical factor that impacts individuals‟ emotional, social and 
physical well-being. Positive social relationships increase self-esteem, promote a sense of 
belonging, enhance communication and problem solving skills, and reduce behavior problems 
(Heiman, 2000). People in smaller community settings and supported living arrangements 
participate in more meaningful friendships and social relationships. Researchers have found that 
compared to institutions, living in small residential facilities (e.g. group homes) has a positive 
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effect on the development of friendships and expands the social networks of individuals with 
intellectual disabilities (Emerson & McVilly, 2004; Forrester-Jones et al., 2006; Robertson et al., 
2001). Individuals in small residential facilities also have increased contact with their families 
(Heller et al., 1998; Stancliffe & Lakin, 1998, 2006), whereas those remaining in institutions 
experience greater loss of family contact overtime (Stancliffe & Lakin, 2006).  
All individuals must have the opportunity to express preferences, make choices, and 
control in their lives. These skills are essential for independent living. There has been increased 
emphasis on self-determination over the last 20 years as a means for promoting community 
inclusion for people with disabilities (Sands & Wehmeyer, 1996; Wehmeyer, Sands, Doll, & 
Palmer, 1997). Wehman and Bolding (1999) claimed that the environment in which one lives 
and works influences the opportunities to practice self-determination, make choices, and overall 
satisfaction with one‟s life. Smaller more personalized community-based settings generally offer 
more choices, autonomy, and opportunities for self-determination than larger facilities (Emerson 
et al., 2000; Robertson et al., 2001; Stancliffe & Lakin, 1998; Wehmeyer & Bolding). 
Many researchers have examined the relationship between size of residence and self-
determination (Emerson et al., 2000; Felce et al., 2008; Robertson et al., 2001; Stancliffe & 
Lakin, 1998; Tossebro, 1990; Wehmeyer & Bolding, 1999). For example, Tossebro (1995) 
studied the relationship between self-determination and number of residents in residential 
facilities for 591 people with intellectual disabilities. Self-determination was measured by asking 
staff members to rate the degree of freedom the person had to make decisions and to influence 
day-to-day activities in his or her life. Staff ratings were then correlated with the size of the 
living unit. They found individuals with intellectual disabilities who lived in small settings with 
1 to 5 residents had significantly more opportunities to practice self-determination and more 
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freedom to make choices compared to individuals who lived in larger settings with 6 to 16 
residents. These findings suggest that self-determination is impacted by environmental factors. 
Thus, living in small community-based residential settings increases self-determination and 
autonomy, and provides individuals with disabilities more choices and satisfaction. Similarly, 
Wehmeyer and Bolding‟s study (1999) investigated self-determination, autonomy, life choices, 
and lifestyle satisfaction for 273 adults with intellectual disabilities. They found that people who 
lived in smaller community-based settings (e.g. supported or independent livings) were more 
self-determined, had higher autonomy, had more choices, and were more satisfied than 
individuals living in larger community-based residential settings (e.g. group homes) or 
noncommunity-based residential settings (e.g. nursing homes).  
In addition to increasing participation in community activities, improving social 
relationships and life satisfaction, and promoting self-determination, the cost-benefit ratio of 
living in the community must be considered. If the costs of community-based residential services 
are much higher than the alternatives, services are less likely to become widely accessible. 
Research has consistently reported that large institutions are associated with significantly greater 
costs (Braddock et al., 2000; Hatton, Emerson, Robertson, Henderson, & Cooper, 1995, 1996). 
Braddock and his colleagues estimated that the average annual cost of serving an individual with 
intellectual disabilities and developmental disabilities living in ICFs/DD in 1998 was $76,115; 
whereas the average per-person cost of group homes, foster care, and supported apartment 
programs serving one to six persons was approximately $44,000.  More recently, Felce and his 
colleagues (2008) evaluated the costs of 35 fully staffed group homes and 35 semi-independent 
living arrangements. They found that semi-independent living arrangements produced better 
outcomes with less staff support and at less cost.  
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Post School Living Outcomes for Individuals with Disabilities   
In spite of increases in community access and improvements to residential services for 
individuals with disabilities, follow-up studies of former special education students indicate that 
they still do not meet the goal of independent living (Haring & Lovett, 1990; Wagner et al., 
2005). Typically, transition-aged individuals are expected to move out of the family home within 
a few years after completion of high school. However, only a very small percent of adults with 
disabilities move out of family homes and live independently (Blackorby & Wagner 1996, 
Billstedt, Gillberg, & Gillberg, 2005; Haring & Lovett; Hasazi et al., 1985; Howlin et al., 2004; 
Wagner et al.). For example, Mithaug, Horiuchi, and Fanning (1985) found 64% of former 
students residing with their parents five to six years after high school graduation. Haring and 
Lovett (1990) investigated the community adjustment
 
of 129 former high school special 
education students. Within the first five years after graduating from high school, 70% of them 
were living with their families, 15% were in group homes, and only 12% were living 
independently. Similar findings were reported by Sitlington, Frank, and Carson (1992) who 
found that approximately two thirds of former graduates with disabilities reported that they 
resided with parents or relatives.  
Students with more significant disabilities have more difficultly engaging in independent 
living and their outcomes are more dismal. Blackorby and Wagner (1996) found that only 4% of 
youth with intellectual disabilities lived independently right after high school graduation and 
24% of them lived independently after 5 years. In a study that was focused particularly on 
individuals with severe intellectual disabilities, Kregel, Wehman, Seyfarth, and Marshall (1986) 
found that 8% moved out of the home immediately after graduating from high school. Among 
them only 3% lived independently and 5% of them lived in community-based living 
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arrangements. Recent data from National Longitudinal Transition Study-2 (NLTS-2) (Newman, 
Wagner, Cameto, & Knokey, 2009) also revealed that students with more significant disabilities 
have limited access to independent living (i.e., defined as living alone, with a spouse or 
roommate). In the first 4 years after graduating high school, 29% of adults with learning 
disabilities were living independently, whereas 14% of adults with intellectual disabilities and 
only 5% of adults with multiple disabilities lived independently. Compared to 6.5% of adults 
with learning disabilities, a significantly smaller percent of adults with intellectual disabilities 
and multiple disabilities (0.2% and 2.5% respectively) had lived in semi-independent living 
arrangements (i.e., a college dormitory, military housing, or group homes). In sum, individuals 
with more significant disabilities tend to live in more restrictive environments or with family 
members more than individuals with any other disabilities.  
Most follow-up studies on post-school living outcomes for individuals with disabilities 
do not include the outcomes of those without disabilities. Comparing the outcomes of individuals 
with disabilities to those without disabilities can lead to a broader understanding of the findings. 
According to the National Longitudinal Transition Study-1 (NLTS-1) (Newman, 1991), 33%  of 
youth in the general population were living independently less than 2 years after graduation, compared 
with only13% of youth with disabilities. Three to five years post-school, 60% of youth without 
disabilities lived independently, compared with 37% of youth with disabilities. Comparisons of data 
from NLTS-1(Newman, 1991) and NLTS-2 (Newman, 2009) show that independent living 
outcomes of youth with disabilities represented in NLTS-2 improved over time. Within the first 
few years after leaving high school, 28% of youth in the general population were living 
independently and 5.6% were living semi-independently, while 24.7% of youth with disabilities 
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were living independently and 1.2% were living semi-independently. The rate of independent 
living for youth with disabilities still lags behind those of youth in the general population.   
Some research has demonstrated that the pattern of residential movement after high 
schools is similar between youth with and without disabilities. The findings suggest that 
individuals with and without disabilities live at home for a period of time immediately following  
high school. Within the first few years after high school graduation, Arnett (2000) found that 
28% percent of youth without disabilities leave their parents‟ homes, and move out on their own 
or live with roommates or a partner.  A few years after leaving high school, youth with 
disabilities also leave their parents‟ homes and establish an independent residence. For example, 
Frank and Sitlington (1993) investigated the adjustment of young adults with intellectual 
disabilities 1 to 3 years after exiting high school. They found a decrease from 68% to 46% in 
those living at home with parents and an increase from 21% to 38% in those living alone or with 
friends. A direct comparison of both youth with and without disabilities after graduation shows a 
more clear pattern of residential movement after high school (Chambers, Rabren, & Dunn, 2009; 
Wagner et al, 2005). A report from NLTS-2 (Newman, 2009) indicated that 82% of youth with 
disabilities reside with families or receive legal supervision at home two years after graduating 
high school compared to 78% of youth without disabilities (Wagner et al). Along these same 
lines,  a more recent study found that one year after exiting high school 86% of the individuals 
with disabilities and 87% of individuals without disabilities were living in the family home 
(Chambers et al.).  
Although young adults may initially reside with family after graduation, there appears to 
be a significant difference between individuals with and without disabilities regarding whether 
they want to move out or continue to live with their family. Chambers et al. (2009) found that the 
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majority of students without disabilities said they wanted to move, whereas students with 
disabilities were unsure of the question or indicated they did not want to move out.  Some 
research suggested that satisfaction with current residential arrangements is greater when youth 
with disabilities live either independently or semi-independently. Wagner et al. (2005) found that 
when youth with disabilities were asked about their satisfaction with their current living 
arrangements, more than half (58%) reported being satisfied and only 17% said they would 
prefer living elsewhere. Those who lived independently or semi-independently reported 
significantly greater satisfaction (45%) with their current residential arrangements than those 
who lived with their parents (17%).  
 Parents of children with disabilities are unlikely to believe their child can achieve 
independent living (Miner & Bates, 1997; Wehmeyer, Morningstar, & Husted, 1999). For 
example, McNair, and Rusch (1991) examined parent expectations of postschool outcomes for 
individuals with disabilities who were 14 to 25 years of age. More than half (55%) of the parents 
expected these individuals to live at home after they completed high school.  In a similar manner, 
Grigal, Neubert, Moon, and Graham (2004) surveyed 234 parents of high school students with 
disabilities. Over half of the parents of students with high incidence disabilities ranked “owning 
a home” as their first choice for future living arrangements for their son or daughter, whereas 
parents of students with low incidence disabilities ranked “living at home with their family” as 
their first choice. In addition, parents of youth with disabilities who lived at home were more 
likely to be satisfied with their children‟s current living arrangements than youth themselves. 
NLTS-2 (Newman, 2009) found that most parents (80%) reported that they wanted their child 
with disabilities to continue to live in the family home but only half of youth (52%) want to live 
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with their parents. These findings suggested that parents‟ low expectations may lead to a gap 
between students with and without disabilities‟ residential outcomes.  
Essential Independent Living Skills and Community-Based Activities 
Acquisition of independent living skills is critical for successful community integration 
(Vogelsber, Williams, & Belamy, 1982). These skills decrease an individual‟s dependence on 
others as well as increase his/her community participation. The following section describes what 
is currently known about the skills and activities necessary to promote the independence of 
individuals with severe disabilities, and increase their quality of life in various residential 
settings.  
 Independent living skills 
What skills should be taught to individuals with severe disabilities to enable them to live 
as successfully and independently as possible in community settings? This is an extensive 
literature base that has identified skills that characterize successful community adjustment (e.g., 
Aveno, 1987, 1989; Bruininks, Thurlow, McGrew, & Lewis, 1990; Iceman & Dunlap, 1984; 
McGrew & Bruininks, 1991). For example, Bruininks, Williams, and Morreau (1978) surveyed 
state agencies who served individuals with developmental disabilities in the Midwest. They 
found that the ability to use and the availability of public transportation services were the most 
needed skills for community participation. Performing household chores and sharing 
responsibilities with others should also be included when preparing students with disabilities to 
live independently. 
  In a similar manner, Iceman and Dunlap (1984) conducted a national survey to obtain 
information about the methods of instruction and types of curricula used in the independent 
living skill training programs of 430 agencies that served individuals with a wide range of 
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disabilities (e.g. deaf, blind, intellectual disabilities, leaning disabilities, etc). Over 90% of the 
agencies taught community awareness, money management, health/hygiene, home management, 
and social/interpersonal skills in their program. About 70% to 80% of the agencies taught legal 
awareness, sex education, family responsibility, and job practices. However, half or more than 
half of the agencies considered that their independent living skills curriculum was not successful. 
In particular, they indicated that they believed that their least effective curricular areas were in 
legal awareness and in family responsibilities. Iceman and Dunlap did not identify how they 
selected the areas of independent living curriculum for the survey or ask agency personnel why 
they perceived areas of their curriculum were not successful. In addition, data were not analyzed 
by the residents‟ disability level; therefore, it is unclear whether the type of curriculum taught 
varied by type of residents.  
Some research has been devoted to identifing personal competencies that predict 
community success. O‟Connor (1976) directly surveyed 420 residents with severe disabilities to 
determine the characteristics and lifestyles of persons living in residential facilities. The level of 
participation in home responsibilities (i.e., bed making, room cleaning, laundry, cooking, 
shopping, and gardening) and residents‟ involvement in recreational activities (i.e., games and 
sports, social, outdoor, spectator and musical activities, organized groups, and hobbies) were 
investigated. They found that residents with severe disabilities were able to perform three home 
responsibilities to a high level of competency: (a) bed making, (b) room and house cleaning, and 
(c) laundry chores. In addition, residents were able to engage in four recreational activities to a 
high degree of competency: (a) use of restaurants, (b) shopping, (c) indoor and outdoor 
recreation activities, and (d) attending church.  
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Bruininks, Chen, Lakin and McGrew (1992) also directly surveyed individuals with 
intellectual disabilities to identify personal competencies associated with successful adjustment 
to small community residential settings (i.e., foster care homes, group homes and small ICFs/DD 
with six or fewer residents). A factor analysis identified eight different personal competencies as 
important components to successful living in community residential settings: (a) self-
care/functional personal living skills; (b) community living skills/ home living skills; (c) 
avoiding problem/maladaptive behaviors; (d) individualized training program; (e) 
recreation/leisure activity; (f) family contact/relationship; and (g) community assimilation and 
acceptance.  Both O‟Connor (1976) and Bruininks et al. (1992) reported self care skills, home 
living skills, and recreation/leisure activity as positively related to community living success. 
However, these studies only reported important competencies for overall community residential 
settings and did not distinguish skills from each living arrangement. It is unclear that the 
independent living skills identified in this study are important in each type of residence. 
Nowadays, there are several options for community living, and thus a more detailed 
understanding of the skills necessary to function successfully in various types of settings are 
needed.  
Only two studies (i.e., Aveno, 1987; Siperstein et al.,1990) attempted to identify specific 
skills needed by adults with developmental disabilities to successfully live in diverse types of 
residential facilities. A national study by Aveno (1987) included a large number of residential 
specialists, an extensive list of independent living skills, and those community activities and 
residential settings most often used by people with developmental disabilities. The participants 
(i.e., staff from 298 group homes and 138 foster care homes) were asked to rate the importance 
of 78 functional skills in eight skill categories according to whether they were necessary to 
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successfully live in these settings. Staff in both foster and group homes were in agreement about 
the importance of self-care skills, and some general skills (e.g., telephone use, communicating 
with others, following instructions). In addition, refraining from maladaptive behaviors was 
identified as an entry skill for persons with developmental disabilities.  This last finding is 
supported by the previous work of Scheerenberger (1979). He surveyed residential specialists 
who worked in community residential facilities and found that resident maladaptive behavior 
was the top ranked characteristic which leads to placement failures. Communication limitations 
and inadequate social skills were also perceived to negatively affect community placement. 
Similar to Aveno (1985), Siperstein et al. (1990) also assessed independent living skills 
performed by individuals with intellectual disabilities in diverse living arrangements (i.e., group 
homes, unsupervised apartments, and supervised apartments). Among 447 residential specialists, 
at least 80% agreed that eight skills (e.g., food preparation, personal hygiene, social behavior, 
home maintenance) were essential to live in supervised apartments, and that 21 skills were 
essential to live in unsupervised apartments. No skills were considered essential for living in 
group homes. However, the degree of actual supervision provided in each residential setting was 
not mentioned. Therefore, it is not clear whether the reason that skills were not considered 
essential for living in group homes was because residential specialists provided 24-hour 
supervision, or because the skills themselves were not actually important. In addition, the items 
selected for the survey were mostly self-help skills. Other independent living skills, such as 
behavioral skills and community skills, which were not included in this study may be necessary 
skills to live in community residential facilities.  
Even though previous research has contributed lists of independent living skills and 
personal competencies needed by people with disabilities for community adjustment, there are 
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several limitations to this research. Some of the research failed to examine whether the skills 
needed for community living varied by setting. Some research studies used extensive lists of 
skills while others were much more limited. In addition, all of the research on independent living 
skills needed in community residential settings is outdated. 
 Community-based activities 
 One important consideration for teaching independent living skills to students with 
disabilities is instruction in community settings (Agran, Snow, & Swaner, 1999; Cook, 2002; 
Inge & Dymond, 1994). Taking part in recreational and community-based activities increases 
opportunities for individuals with disabilities to explore personal interests, learn critical skills, 
make friends, participate actively as members of their communities, and successfully transition 
to adulthood (Wagner et al., 2004). It is a critical component of the transition process (Baer & 
Daviso, 2006) that enables students to develop friendships, improve quality of life, and increase 
the likelihood of community integration and post-school success. In addition, students with 
severe disabilities can develop and expand functional academic skills through participation in 
diverse activities in community settings (Baer & Daviso). For example, one of the most routinely 
used instructional places for teaching skills is restaurants (O‟Connor, 1976; Westling & Fox, 
2004). O‟Connor conducted a national survey of 420 residents with developmental disabilities to 
determine characteristics and lifestyles of persons living in residential facilities. He found that 
many skills can be taught in restaurants, such as waiting to be seated, selecting a seat, placing an 
order, eating appropriately, and handling money. The importance of including students with 
severe disabilities in inclusive extracurricular and community activities continues to be stressed 
in IDEA (2004).  
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Practitioners also believe that students with severe disabilities benefit from community–
based activities (Agran et al., 1999; Langone, Langone, & McLaughlin, 2000).  Agran and his 
colleagues (1999) conducted a survey of secondary special education teachers to obtain their 
opinion as to the benefits of inclusive education and instruction in the community. They found 
that all respondents believed community-based instruction highly prepared students for post-
school life. In addition, more than 70% of the respondents believed that the major benefits of 
community-based instruction were to increase social interactions and independence, to promote 
skills in a natural environment, and to generalize skills across settings.   
 In spite of the importance of participating in community-activities,  researchers have been 
concerned that students with disabilities have a large block of time during which they are not 
engaged in meaningful activities (e.g. watching TV) and just staying at home (Sparrow & Mayne, 
1990). In comparison to individuals with mild or moderate disabilities, Landesman-Dwyer and 
Sulzbacher (1981) found that persons with severe disabilities spent most of their leisure time 
within their residence, interacted less with others, and spent much less time outside. Individuals 
with disabilities did not develop friendships outside the facility, did not visit others in the 
community, and rarely dated.  Individuals who participated in social activities reflected the more 
isolated and passive activities within their own homes (Kregel, Wehman, Seyfarth, Marshall, 
1986). More recent research has supported these findings. Sands and Kozleski (1994) found that 
adults with disabilities rarely participated in community groups or active recreational activities 
(e.g., athletic clubs). In addition, recreational opportunities for individuals with disabilities 
tended to be segregated and often did not reflect personal preferences. According to Sheppard-
Jones, Prout, and Kleinert (2005), adults with intellectual disabilities reported significantly 
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higher levels of loneliness, lack of friendships, and fewer opportunities to be with friends 
compared to adults without disabilities.   
The design and implementation of effective community integration programs for people 
with severe disabilities presents a challenge to both adult services and public schools. This 
pattern of limited participation in community activities often starts during the school years. In an 
analysis of NLTS 2 data, Wagner, Cadwallader, Garza, and Cameto (2004) found that students 
with intellectual disabilities were among the least involved in school extracurricular activities; 
for example, only 33% of students with intellectual disabilities had participated in any school 
extracurricular activities within the preceding year of that study. In addition, only 22% 
frequently met friends outside of school, and 42% of them rarely or never received telephone 
calls from friends. Systemic instruction of leisure skills in the high school curriculum is 
particularly important for students with severe disabilities, because they may not have the 
repertoire of skills necessary to access diverse environments (Collins, Hall, & Branson, 1997).   
In contrast, a recent study conducted by Kleinert, Miracle, and Sheppard-Jones (2007) 
demonstrated promising results for students with severe intellectual disabilities. They conducted 
a state-wide online survey of teachers of students with moderate and severe intellectual 
disabilities to determine the extracurricular and community recreation activities in which the 
students participated. Teachers indicated that at least one of their students participated in church 
social activities (65.5%); peer social activities not related to school, such as going to the movies 
or shopping (58.7%); church youth groups (56.3%); community sports teams (25.0%); and 
church clubs (21.4%). However, the results were not based on the actual percentage of students 
with severe disabilities who were participating, but rather on whether at least one student in each 
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teacher‟s class participated. Additional research is needed to determine whether these findings 
can be generalized to other states or localities.  
High School Curricula for Students with Severe Disabilities 
High school is a critical time of intense preparation for adulthood.  The type and quality 
of education students receive can have a significant impact on their success or failure in 
transitioning from school to adult life. Therefore, a critical question for many teachers concerns 
the curriculum that should be taught to facilitate desirable postschool outcomes. The term 
“curriculum” refers to a structured set of learning outcomes, or tasks, that teachers usually call 
learning goals or objectives (Howell & Nolet, 2000). Students are expected to learn the 
information specified in the curriculum so that they acquire the skills necessary to transition from 
childhood into adulthood. With a curriculum, teachers ensure appropriate decision making about 
educational priorities that enhance students‟ post school success (Browder, 2001). This section 
provides a historical overview of approaches to curriculum development and curriculum models 
for students with severe disabilities. In addition, the current push to access the general 
curriculum and its implications for students with severe disabilities are presented. 
 Developmental models 
The question, “What should we include in high school curricula for students with severe 
disabilities?” has been a critical issue during the past few decades. The passage of the Education 
for All Handicapped Children Act of 1975 (P.L. 94-142) established the right for all students 
with disabilities to have a free and appropriate public education (FAPE).  All students, for the 
first time, including students with severe disabilities, were guaranteed educational services. Since 
these students had often been excluded from public education, a curriculum model for these new 
services was absent (McDonnell et al., 2003).  
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One of the first curriculum models established for students with severe disabilities in the 
1970s was a developmental model (Brown, Nietupski, & Hamre-Nietupski, 1979). With this 
model, using a developmental checklist, a student‟s developmental level was identified first and 
then skills were selected for instruction that were appropriate for their current developmental 
level. However, the developmental model was implemented based on the assumption that 
instruction should fit a student‟s mental age as defined by a developmental assessment.  Since 
many students with severe disabilities tested at a low developmental level, local education 
agencies simply extended the elementary program for older students with disabilities and taught 
specific skills (e.g. self-help, motor, communication, and/or basic academic skills) that were 
typically learned by young children (Dymond & Orelove, 2001). A criticism of this model was 
that students never learned daily living or the social skills that are critical for adulthood (Brown 
et al., 1976; Browder, 2001). 
 Follow up studies of students exiting high school in the early 1980‟s found that students 
did not have the specific skills and knowledge needed to live successfully in the community. For 
example, Schalock and Harper (1978) found that former special education students returned to 
institutions because they did not possess skills needed to live in the community. They found that 
in order to be successful in community residential placements, individuals with disabilities 
should possess functional skills such as personal maintenance, clothing care and use, socially 
appropriate behavior, and functional academics. Schalock, Harper and Carver (1981) also noted 
that the skill areas of personal maintenance, communication, community integration, clothing 
care and use, and food preparation were the most significant predictors for successful living in 
the community. 
 Functional models 
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In 1976, the concept of the “criterion of ultimate functioning” was introduced by Brown, 
Nietupski, and Hamre-Nietupski.  The “criterion of ultimate functioning” suggested that 
curricula should consider the need for students to function in their current and future 
environments. Adolescents and adults with severe disabilities should possess skills that enable 
them to function effectively and independently in integrated community settings (Brown et al., 
1976). The term “criterion of ultimate functioning” influenced the development of the functional 
model by promoting a focus on skills needed to participate in everyday life. The functional 
model is a “top-down” curriculum approach, in which the students‟ environments are used to 
generate curriculum options (Browder, 2001). Students‟ residential, recreational, and vocational 
environments are critical considerations for instruction; skills are never taught in isolation from 
the demands of these environments. This model was widely adopted in services for students with 
severe disabilities (Browder; McDonnell et al., 2003).  
The direction of education for students with severe disabilities became more functional 
and age-appropriate in the 1980s as a result of the criterion of ultimate functioning. The teaching 
contexts were natural environments such as regular public schools and integrated community 
environments. Four domains of functional skills (i.e., community, recreation, domestic, and 
vocational) were suggested by Brown et al. (1979) and became the new content areas of 
curriculum for students with severe disabilities. In the high school period, the educational 
program for these students emphasized preparation for adult life including work and community 
living after high school graduation (McDonnell, 2003).   
 Social integration 
The field of special education has moved more toward educating students with severe 
disabilities in inclusive settings. In the 1990s, as students with severe disabilities were 
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increasingly being placed in general education settings, a strong emphasis on social inclusion 
pushed high schools to integrate students with severe disabilities into general education 
classrooms (Haring & Romer, 1995). A great deal of attention focused on social skills. Parents 
and professionals considered general education settings to be better places to provide social 
interactions and educational opportunities for children with severe disabilities than a self-
contained classroom (Baumgart, Filler, & Askvig, 1991; Hamre-Nietupski, Nietupski, & Strathe, 
1992). For instance, Hamre-Nietupski et al. (1992) found that parents of children with severe 
disabilities rated friendship and social-skills goals as their top priorities. Ryndak and Alper 
(2003) indicated that inclusive education provided social benefits and a means for students to 
promote a “circle of friends”. Deficits in social skills resulted from isolating these students from 
their peers without disabilities (Westling & Fox, 2004; McDonnell et al., 2003).  
Being socially competent and having the skills necessary to be accepted socially 
enhances emotional wellbeing and empowers individuals with disabilities (Lidsey, 1996). As the 
importance of empowering individuals to be autonomous in school and community life came to 
be recognized, efforts to infuse self-determination skills throughout the curriculum were  
initiated. Wehmeyer (1996) argued that practitioners and professionals should not exclude 
students with severe disabilities from decision making about their future goals, because all 
students, including students with severe disabilities, have the right to make choices about their 
daily lives. Therefore, practitioners and professionals should help students to develop necessary 
skills that will allow them to have greater control over their lives. As the importance of self-
determination has grown, a large body of research has developed that focuses on acquiring the 
skills necessary to become a self-determined individual; these studies include research on 
providing choices during daily routines (Kern et al., 1998), teaching students self-determination 
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skills (Wehmeyer, Agran, & Hughes, 1998), and reflecting student preferences through person-
centered planning (Mount & Zwernik, 1988; O'Brien, 1994).   
 Access to general education  
During the late 1990s, teachers were not only being asked to continue their efforts to fully 
include students with severe disabilities in general education classrooms, but they were also 
being asked to increase their expectations of students‟ learning outcomes (Alper & Wehmeyer, 
2002; Wehmeyer, Lattin, & Agran, 2001). Researchers noted that students with severe 
disabilities did not have equal access to the general education curriculum available to their peers 
without disabilities. Karger (2004) reviewed the literature on students‟ Individualized Education 
Programs (IEP) prior to the passage of the IDEA 1997. He found a lack of connection between 
students‟ IEPs and the general curriculum. In addition, students with severe disabilities were 
exempt from participation in the standards-based assessment system regularly engaged in by 
their peers. Concerns arose that education programs for students with disabilities might be 
individualized, but separated from the larger scope and sequence of the general curriculum goals 
(Nolet & McLaughlin, 2005).  
The reauthorization of IDEA in 1997 attempted to address concerns that students were 
being denied full access to the general curriculum. The 1997 amendments built the foundation 
for including special education in the broader educational reform agenda by requiring a student 
with disabilities to participate in, and make progress within, the general curriculum. IDEA 
regulations defined the term “general curriculum” as referring to "the same curriculum as for 
nondisabled children", and intended that students with disabilities benefit from both formal and 
informal components of the general curriculum. In addition, with the No Child Left Behind Act 
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(NCLB, 2002), separate accountability systems for special and general education were legally 
merged into one education system with shared accountability for all students.  
Thompson & Thurlow (2001) noticed that most states‟ standards focus on academic and 
functional literacy outcomes, and that almost every state examines alternate assessments 
according to the same standards as general assessments. Consequently, linking alternate 
assessments to the state standards leads to the exclusion of other areas (e.g. functional 
curriculum) that might be just as important as the academic content for students with severe 
disabilities, and so results in more demand on the general education curriculum. An alternate 
assessment seems to reflect a potential change in curriculum for students with severe disabilities, 
with much stronger emphasis on skills such as literacy and numeracy than in the past. 
Concerns About the Impact of Legislation on High School Curricula 
 The curriculum focus for high school students with disabilities has changed over the past 
few decades (e.g., developmental, functional, social and academic curriculum). Following recent 
federal and state policies (IDEA, 1997, 2004; NCLB, 2002), access to the general education 
curriculum for all students becomes the predominant curriculum model emphasized. 
Participating in the general education curriculum may improve the quality of education that 
students with severe disabilities receive; however concerns exist about philosophical conflicts 
with the original principle of IDEA, teachers‟ perceptions of curriculum appropriateness, and 
need for a balanced approach to curriculum selection.  
Stodden, Galloway, and Stodden (2003) indicated that special education may be heading 
in two opposite directions simultaneously. Since the original federal legislation (P.L. 94-142) 
was enacted, IDEA has always ensured a free and appropriate public education for all children 
with disabilities, and has emphasized individualized education. There is a need to determine 
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whether “individualized education” and “appropriate education” mean equal access to the same 
curricular areas as students without disabilities (Dymond & Orelove, 2001).  Ford, Davern, and 
Schnorr (2001) question whether academic subjects, such as language and math, have universal 
value. Students with severe disabilities are involved in a range of educational activities that may 
not necessarily link to academic content standards but do positively link to their post school 
outcomes. In addition, students with disabilities have individualized priorities that should be 
addressed and assessed in various ways.  
Special education teachers are also concerned about whether all students can benefit from 
the general curriculum. For example, Agran, Alper, and Wehmeyer (2002) surveyed 84 special 
education teachers of students with severe disabilities. They found that most teachers did not 
support their students with severe disabilities participating in the general curriculum, while they 
believed that participation in the general curriculum was more appropriate for students with mild 
disabilities. Only 47% of the teachers indicated that there was a plan in their school district to 
increase access to the general education curriculum for students with severe disabilities. 
Furthermore, teachers and experts have questioned the relevance of grade-level content as it 
relates to post-school outcomes for students with severe disabilities (Kleinert, & Kearns, 1999). 
The feasibility of implementing meaningful academic instruction for students with severe 
disabilities has also been questioned (Otis–Wilborn, Winn, Griffin, Kilgore, 2005).  Otis–
Wilborn et al. found that first-year special education teachers faced significant barriers in 
supporting students with disabilities in the general education curriculum due to their lack of 
knowledge and skills. Special education teachers felt pressure to teach subject areas for which 
they did not have adequate preparation.   
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  Dymond and Orelove (2001) stated that because of the current pressure for schools to 
focus on students‟ academic achievement, there is a need for achieving a balance between 
meeting students‟ individual goals and aligning those goals with the state standards. There are no 
clear guidelines that specify whether students with severe disabilities should receive a separate 
functional curriculum, the general curriculum with adaptations, or both types of curriculum 
(Kleinert, & Kearns, 1999). Given the increased emphasis on academic achievement, a space for 
a functional curriculum that focuses on the skills necessary for post-school success for students 
with disabilities may be limited. For example, Nietupski, Hamre-Nietupski, Curtin, and 
Shrikanth (1997) examined curricular research relevant to students with severe disabilities
 
that 
was published
 
from 1976 to 1995 in six special education journals.  Over that
 
20-year period, 
they found an annual average decrease of 32%
  
in the number of published articles that addressed 
functional skills.  Billingsley (1997) also found a similar decrease in articles addressing 
functional skills indexed in ERIC from 1985 to 1989 and from 1991 to 1995. Functional 
curriculum has lost support, and its application has decreased, due to recent federal policies that 
push for the participation of students with disabilities in high-stakes testing and in the general 
education curriculum (Bouck, 2008).  
Unfortunately, some students with severe disabilities, particularly students with 
intellectual disabilities, may not be capable of acquiring functional skills on their own, or simply 
by observing parents and other peers (Sitlington, Frank, & Carson, 1993). The cognitive 
limitations of these students may seriously reduce the number of skills they can learn, synthesize, 
recall, and generalize in appropriate situations (Westling & Fox, 2004). As a result of their 
learning characteristics, if adaptive skills are not explicitly taught, students with severe 
disabilities may not acquire them (Snell, 1997). Deficits in these skills can negatively impact  
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special education students' quality of life because acquiring a particular level of adaptive skills is 
associated with better independent living outcomes (Felce & Emerson, 2001; Heller et al., 1998; 
Hundert et al., 2003). A sizable body of literature indicates that individuals with severe 
disabilities can learn and maintain these skills with appropriate support (Fox, 1989; Haring, 
1998; Westling & Floyd, 1990; Westling & Fox). The educational experience these students are 
receiving in schools through the general education curriculum often fails to reflect the life skill 
areas critical for their post-school success (Bouck, 2004). It is important to note that a balanced 
approach (i.e., academic and functional skills) to curriculum may still be the appropriate 
approach to successfully meet the needs of students with severe disabilities.  
Functional Curriculum Guides Focused on Independent Living Skills 
A functional curriculum is a curriculum developed to teach functional life skills needed 
to live, work, and recreate in the community (Browder, 2001; Brown et al., 1979). There are 
many commercial and un-published guides available to assist school personnel in developing 
functional curricula for students with moderate or severe disabilities. It is important to review 
curriculum options that exist at the secondary level and consider if these guides are appropriate 
in terms of preparing high school students with disabilities for independent living.   
Some of the more well-known guides include Individualized, Functional Curriculum 
Assessment Procedure for Students with Moderate to Severe Disabilities (Renzaglia & Aveno, 
1986); The Activities Catalog: An Alternative Curriculum for Youth and Adults with Severe 
Disabilities (Wilcox & Bellamy, 1987);  The Syracuse Community-Referenced Curriculum 
Guide for Students with Moderate and Severe Disabilities (Ford, Schnorr, Meyer, Davern, Black, 
Dempsey, 1989);  Life-Centered Career Education  (Brolin & Kokaska ,1997); and Choosing 
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Outcomes and Accommodations for Children: A Guide to Educational Planning for Students 
with Disabilities  (Giangreco, Cloniger, & Iverson, 1998).  
These guides share several common characteristics. First, while traditional curriculum 
development begins with an assessment that emphasizes a person‟s deficits, these curriculum 
guides begin with an assessment that emphasizes the person‟s strengths and weaknesses, and the 
environments in which the individual needs to function both now and in the future. Second, they 
present a broad array of appropriate activities and skills in various domains that are age-
appropriate, functional, and useful in daily living. Third, these guides emphasize the importance 
of collaboration between home and school. Rather than relying primarily on professional 
judgments, parents are encouraged to identify skills that are important for their children to learn. 
In particular, two guides (i.e., Individualized, Functional Curriculum Assessment Procedure for 
Students with Moderate to Severe Disabilities and COACH) view teachers and families as equal 
partners in the curriculum development process. Family members play a key role in both the 
planning process and in educational decision making. Major features of each guide are discussed 
in the following paragraphs. 
In 1986, Renzaglia and Aveno developed the Individualized, Functional Curriculum 
Assessment Procedure for Students with Moderate to Severe Disabilities, based on a national 
survey of residential specialists serving individuals with severe cognitive disabilities who were 
asked to identify the critical competencies needed in community residences (Aveno, 1987). The 
competency areas are organized under three categories: domestic, leisure, and community.  
Instead of listing discrete skills to be identified as learning objectives, this guide emphasizes the 
selection of skills that are used in the student‟s current environments as well as ones that will be 
used in future settings, and that are valued by each student‟s family. The focus is not only on the 
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student‟s current level of performance and needs, but also on the opportunities and supports 
offered in the student‟s environment.  For this reason, the selection of skills is based on 
interviews with the family, the current educational setting, and the future residential setting.  
Skills go through a weighting and prioritization process that guides curriculum development over 
a three year period.  
A strength of the Individualized, Functional Curriculum Assessment Procedure for 
Students with Moderate to Severe Disabilities is that it helps practitioners develop individualized 
longitudinal curricula for students with severe disabilities based on their unique needs. The 
weighting process helps to prioritize skills that are most important and should be targeted for 
instruction first. It also provides a list of skills and community activities that can be alternatively 
used by educators when it is impossible to conduct an ecological assessment of a specific future 
environment for a student.  A drawback to this guide is that it is based on a 1985 empirical study. 
As a result, the skills listed as valid in the 1980s may not be valid in the 21
st
 century. The guide 
also does not address curriculum in the vocational domain. 
The Activities Catalog: An Alternative Curriculum for Youth and Adults with Severe 
Disabilities was developed by Wilcox and Bellamy (1987) to avoid the notion of “readiness” and 
“prerequisite skills”. Wilcox and Bellamy proposed a curriculum that emphasized completing 
real life activities that take place in a person's local community. The Activities Catalog is divided 
into three domains: leisure, personal management, and work. Activities listed in each domain 
were generated from a review of the existing curriculum in secondary special education, peer 
nomination, and a review of resources used in everyday life (e.g., the Yellow pages, newspapers, 
advertisements, and park/recreational brochures). Curriculum is identified for a student by first 
reviewing the catalog and deleting activities that are not available in the local community. 
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Second, teachers and parents choose activities that represent their family values, societal 
demands, and the opportunities in their particular community. Third, teachers analyze 
discrepancies between a student‟s current performance and the actual demands of target activities. 
Then, based on the activities that are available in the community, activities are selected for 
instruction. 
A major strength of the Activities Catalog is that it provides a convenient tool for 
secondary teachers, service providers, and parents to select among various activities that 
individuals with severe disabilities can participate in and enjoy. However, rather than selecting 
skills and activities based on an ecological assessment of each student‟s needs, the Activities 
Catalog uses a “cookbook approach”.  The Activities Catalog fails to provide sufficient criteria 
for choosing meaningful activities that link to a student‟s desired post-school outcomes.  
The Syracuse Community-Referenced Curriculum Guide for Students with Moderate and 
Severe Disabilities (Ford et al., 1989) provides a process for identifying activities and skills that 
directly prepare a student to function in the community. The Syracuse Curriculum is based on 
empirical studies (Meyer, 1987; Meyer, Eichinger, & Park-Lee, 1987) and has been field tested 
in 12 public school districts. The sequence of this curriculum covers ages 5 to 21. The scope of 
the curriculum includes four major community living areas: (a) self-management/ home living; 
(b) vocational; (c) recreation/leisure; and (d) the general community. In addition, functional 
academic skills (i.e., writing, money handling, and time management), social skills, 
communication, and motor skills are addressed as well. 
Ford and colleagues (1989) indicated that the scope of traditional academic programs is 
so narrow that they cannot encompass all the activities and competencies necessary for 
community living. They expanded the scope of the public school curricula in order to include 
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students with more severe disabilities in typical school activities. Like the Activities Catalog, the 
Syracuse Curriculum Guide does not suggest that all students with severe disabilities need to 
learn all content identified in the curriculum. Depending on a student‟s chronological age, 
existing ability to participate in community living activities, and personal preferences, teachers 
can create comprehensive lists of skills and objectives. However, in order develop a more 
personalized curriculum, additional assessments, such as an ecological assessment, may be 
needed to discover opportunities and supports available in an individual student‟s community. 
Activities that are listed in the Syracuse Curriculum are sequenced according to the ages at 
which most children might be expected to participate. Therefore, most activities overlap with 
typical school activities and schedules, and they are not necessarily focused on students‟ future 
living outcomes. Furthermore, the format of this guide is challenging. Bouck (2009) indicated 
that it reads more like a college textbook, so that it makes implementation difficult in a 
classroom.  
The need for curricula that is more relevant to the future adult independent living needs 
of students with disabilities has been recognized for many years. The Council for Exceptional 
Children (CEC) responded in the late 1970s by publishing the first edition of Life-Centered 
Career Education: A Competency Based Approach (LCCE; 1978). This guide was modified later 
for individuals with moderate disabilities and titled Life-Centered Career Education Modified 
Curriculum for Individuals with Moderate Disabilities (Loyd & Brolin, 1997). Based on 
previous research (Brolin, 1973; Brolin & Thomas, 1971, 1972; Bucher, 1985) and professional 
opinions regarding critical elements for adult adjustment, a set of 22 competencies and 96 sub-
competencies were developed in three areas: (a) daily living skills, (b) personal/social skills, and 
(c) occupational guidance and preparation skills. The LCCE approach contains elements that 
 
 
46 
 
relate to transition, functional skills, outcomes-based education, and the self-determination 
movement. In order to implement it, first the Competency Rating Scale is conducted to assess 
student master of the 96 sub-competencies in 22 competency areas. Then, teachers or counselors 
rate each sub-competency. The results can be used to determine individual students‟ strengths 
and weaknesses, and the lower-rated items can be used to establish short-term objectives for the 
IEP.  
The LCCE provides comprehensive assessments and instructional materials with detailed 
lesson plans for ages ranging from elementary students with disabilities to adults with disabilities. 
The LCCE assumes that all skills are to be mastered by high school graduation, or that those who 
do not master these skills by graduation will seek additional adult service training. Even though 
the LCCE curriculum has been used to teach functional skills to students with intellectual 
disabilities, it is intended for use with students who have mild or moderate disabilities and who 
can read at the third-grade level or above. Therefore, this guide may not be appropriate for 
students with severe disabilities who are unable to read at or above the third grade reading level.  
Teachers may need to use other supplementary curricula, conduct an ecological inventory, and 
undertake person-centered planning in order to apply the curriculum guide with students with 
severe disabilities,. 
The COACH (Giangreco, Cloniger, & Iverson, 1998) is designed for children ages 3 to 
21 who have moderate to severe disabilities. The purpose of the COACH is to assist in 
educational planning by establishing family-centered priorities, to identify IEP goals, and to 
facilitate transition planning. The COACH was initially developed in 1985 based on Giangreco‟s 
un-published work (i.e., individualized habilitation plans for adults with disabilities). Revisions 
were made based on a research study (Giangreco, Cloninger, Mueller, Yuan, & Ashworth, 1991), 
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ongoing field tests in schools, and a cross cultural review of COACH (Giangreco, Cloniger, & 
Iverson, 1998). There are three steps involved with using COACH. The first begins with a 
culturally-sensitive family interview. Using a structured interview with the family, their valued 
life outcomes information is collected and family-selected learning priorities are determined. The 
next step is to find additional learning outcomes that are suggested by educational teams. Then, 
general supports are identified to help students achieve identified goals. COACH consists of two 
parts. Part A assists with determining a student‟s educational program and creating an IEP, and 
Part B assists with the development of strategies and processes to implement the educational 
program generated in Part A. 
The major strengths of the COACH are that it covers ages 3 to 21 thus it is helpful for 
designing longitudinal transition plans.  Educational programs developed for students with 
disabilities are family-centered and take into account their cultural perspectives. However, 
empirical evidence is lacking as to whether the set of learning outcomes listed in COACH 
reflects important post school life outcomes in community living. Developing a more extensive 
set of curricular activities is also recommended. 
Statement of the Problem 
The recent reauthorization of IDEA (1997, 2004) and NCLB (2002) reemphasizes the 
importance of access to the general education curriculum for all students with disabilities. These 
federal laws recognize the importance of ensuring that students with disabilities share 
opportunities to achieve the same high standards as their peers without disabilities. In most cases, 
state learning standards focus on academic content, such as math, reading, and science. Even 
though IDEA requires that states provide an alternate assessment for students with disabilities 
who are unable to participate in the statewide assessment, this assessment should be aligned with 
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a state‟s academic standards in each content area. Often, the skills that are traditionally included 
in a functional curriculum (communication, self-care, home living, social skills, community use, 
self-direction, health and safety, leisure, work, etc) are disregarded in the state achievement tests; 
thus, the scope and complexity of the curriculum tested is limited (Thompson & Thurlow, 2001). 
Therefore, one possible unintended outcome of the recent emphasis on access to the general 
education curriculum may be that a functional curriculum receives less attention.  
Many professionals recommend deriving the content of a functional curriculum from an 
ecological analysis of the domestic, community, and recreational environments required for 
success in community settings (Aveno, 1987, 1989; Kregel et al., 1986; Snell, 1983; Wilcox & 
Bellamy, 2004). Gaining these skills during high school would result in better independent living 
outcomes for students with disabilities in adulthood, and might lessen their marginalization in 
society. Deficits in these skills can exert a profound impact on an individual‟s quality of life 
(Felce & Emerson, 2001) and result in unsuccessful preparation for adulthood. These skills are 
particularly important for students with severe disabilities, because they may need support to 
acquire these skills on their own rather than just by observing their parents and other peers 
(Edgar, 1988; Sitlington, Frank, & Carson, 1993). Therefore, direct instruction and curricula 
covering these skills during the school years are critical.  
Some commercial and un-published guides have been developed to assist school 
personnel with selecting functional skills to teach students with moderate or severe disabilities 
(Brolin & Kokaska, 1997; Ford et al., 1989; Giangreco et al., 1998; Renzaglia & Aveno, 1987; 
Wilcox & Bellamy, 1987). With the exception of Renzaliga and Aveno (1986), the skills and 
activities that are listed in these guides have not been developed based on empirical studies of the 
living skills and community activities that are actually needed to successfully live in future 
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settings (although the philosophy of all guides is in fact research-based). In addition, the most 
recent guide was revised in 1998. Therefore, suggested skills and activities in these guides may 
not be appropriate for students who live in the 21
st
 century. The need for studies that identify 
skills needed to prepare for living in the community is critical in order to update these curricula.  
Empirical studies exploring independent living skills for individuals with severe disabilities are 
limited and outdated (Aveno, 1987, 1989; Bruinnks et al., 1992; O‟Connor, 1976; Siperstein et 
al., 1990). Few studies were conducted at a national level, making it impossible for teachers to 
generalize and apply the findings. In addition, the focus up to now has been on the success of 
those people with severe disabilities who move from the public school or institution into the 
community. Several options that exist for community living, such as ICFs/DD, group homes, and 
supported apartments were not investigated in most previous empirical studies. Only one study 
(Siperstein et al., 1990) was conducted to specify which domestic skills, social skills, 
recreational skills, and community skills were critical in different types of residential placements 
in the community. Thus, a more detailed understanding of the capabilities and supports necessary 
to function successfully in these new types of arrangements is needed.  
In order to identify the skills and activities necessary for individuals with severe 
disabilities to function in different residential settings, understanding the perceptions of 
residential specialists is important. Residential specialists include directors, group home 
managers, staff, and support providers. These individuals play an important role in the daily lives 
of residents. They provide direct assistance and daily care to individuals with disabilities, and are 
experienced concerning residential placement decisions. Variables such as staff age, education, 
sex, and experience have been found to be predictive variables for the quality of life for 
individuals with disabilities (Räikkönen, Perälä, and Kahanpää, 2007; Retherford, 1975; Tzeng, 
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2004; Willer & Intagliata, 1982). For example, the findings of recent research by Tzeng (2004) 
and Räikkönen et al. (2007) indicate that younger staff with more education and longer 
professional training have higher perceptions of their professional skills and provide better 
quality of care. Quality of staff has been found to be one of the most important determinants of 
success in residential programming (Baker et al., 1977; Berkson & Landesman-Dwyer, 1977; 
Emerson et al., 1995; Lakin & Bruininks, 1981; Rice & Rosen, 1991).  
The purpose of this study is to investigate residential specialists‟ perceptions in order to 
(a) identify independent living skills and community-based activities deemed to be important for 
adults with severe disabilities who live in community residences and (b) evaluate the level of 
independence of the adults with severe disabilities who live successfully in residential settings in 
the United States. The relationship between the importance of independent living skills and the 
actual level of independence possessed by the residents will be explored. In addition, this study 
will investigate the relationship between type of residential setting, location of residential setting, 
and hours of support provided to residents, and residential specialists‟ perceptions of skills 
needed by individuals with disabilities who live successfully in the community. 
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Chapter III 
Method 
A national survey was conducted of residential specialists who work at community 
residential facilities (ICFs/DD and group homes with eight or less residents) and supervised 
apartments. The purpose of the study was to identify critical independent living skills and 
community-based activities deemed to be important for adults with disabilities who live 
successfully in community residences in the United States and evaluate their level of 
independence on each skill and frequency of participation in each activity. In addition, this study 
explored the factors that affect residential specialists‟ perceptions of critical skills and 
community activities. The following research questions were addressed: 
1. What are the critical domestic and safety skills possessed by adults with disabilities who 
live successfully in the community?  
 
2. What are the critical community activities performed by adults with disabilities who live 
successfully in the community? 
 
3. What level of assistance do adults with disabilities receive when performing domestic 
  and safety skills? 
 
4. How frequently do adults with disabilities participate in community activities? 
 
5. What recreation/leisure activities do adults with disabilities who live successfully in the 
community most frequently engage in at home and in the community? 
 
6. What are the most common reasons for adults with disabilities who live in the community 
  to lose their residential placements? 
 
7. What factors affect residential specialists‟ perceptions of skills and activities? 
 
A.  Are there differences in residential specialists‟ perceptions of critical domestic and 
safety skills based on characteristics of the residence (i.e., type of residential setting, 
location of residential setting, and hours of in-home support)? 
 
B. Are there differences in residential specialists‟ perceptions of critical community 
activities based on characteristics of the residence (i.e., type of residential setting, 
location of residential setting, and hours of in-home support)? 
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C. Are there differences in residential specialists‟ perceptions of the level of assistance 
needed by residents with disabilities to complete domestic and safety skills based on 
characteristics of the residence (i.e., type of residential setting, location of residential 
setting, and hours of in-home support)? 
 
D. Are there differences in residential specialists‟ perceptions of the frequency in which 
residents with disabilities participate in community activities based on characteristics 
of the residence (i.e., type of residential setting, location of residential setting, and 
hours of in-home support)? 
 
8. What is the relationship between the critical domestic and safety skills in which adults 
with disabilities that live successfully in the community engage and their level of 
assistance needed?  
 
9. What is the relationship between the critical community activities in which adults with 
disabilities that live successfully in the community engage and their frequency of 
participation? 
 
Population 
The participants were residential specialists from across the United States that work with 
individuals with developmental and intellectual disabilities (DD/ID) in one of the following three 
settings: (a) small Intermediate Care Facilities for persons with Developmental Disabilities 
(ICFs/DD) with eight or fewer residents, (b) state licensed group homes with eight or fewer 
residents, and (c) supported apartments. Residential specialists were defined as persons who 
manage or direct an ICF/DD or group home, or provide case management for supported 
apartments. In order to obtain a national list of residential specialists, four agencies were 
contacted via email including the Research and Training Center on Community Living, the 
National Council on Independent Living, the Centers for Medicare and Medicaid Services, and 
the national ARC. Each of these agencies indicated that a national directory of residential 
settings for people with DD/ID does not exist.  
 Due to the absence of a comprehensive national list, each state was contacted to identify 
residential specialists. Using the Google search engine, the website for each state was located. 
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Within the state website, “division of developmental disabilities” was used as a keyword to 
search for the state director or manager of residential facilities for people with disabilities. The 
name of the Department that manages DD/ID services varies by state.  For instance, in Illinois 
DD/ID is administered by the Department of Human Services, whereas in other states DD/ID is 
administered by the Department of Healthcare and Family Services, the Department of Health 
and Social Services, the Department of Disability Services, the Department of Social and 
Rehabilitation Services, or the Department of Mental Health and Mental Retardation Services.  
After identifying the department which manages ID/DD services, the state director of the 
department was located on the website.  An email was sent to the state director requesting a list 
of (a) community residential facilities (i.e., licensed group homes and ICFs/DD with eight or less 
residents in one facility), and (b) agencies which provide case management services to 
individuals in supported apartments.  The addresses of each facility/agency on the list and the 
name of the director/manager of facilities were requested. If a state director of residential 
services did not respond to the email request within two weeks, a second email was sent. If a 
director did not respond to the second email, a different person associated with the 
administration of the Department was emailed or called (e.g., residential service program 
manager, long-term care program manager, and/or assistant director). If a state director of 
residential services was not listed on the Website, a telephone call was made or an email was 
sent to the main contact person on the state‟s website to obtain the name and contact information 
of the director of residential services.  
Directors of residential services indicated that rresidential facilities for individuals with 
developmental disabilities are licensed by different state Departments depending on state 
regulations. States license group homes for individuals with developmental disabilities, and 
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services are provided by agencies that contract with each state. Supported living services for 
supported apartments are provided through case managers and service providers that are 
contracted with the state Department but in some states, supported living services are provided 
through regional offices. Therefore, these states were only able to provide a list of regional 
offices as opposed to case managers.  
A total of 46 states sent information about their residential facilities for individuals with 
disabilities of which 26 states provided complete information for all types of residential facilities. 
Table 1 identifies the number and the type of residential facilities in alphabetical order by state. 
A major limitation is that the number of facilities in some states is missing in the final population 
list. Several reasons exist for this missing data. First, addresses of specific residences are not 
open to the public in some states. Second, in two states, the addresses that are public cannot be 
separated from other confidential information (e.g., residents‟ personal information).  As a result, 
these states required Institutional Review Board (IRB) approval from their own states prior to 
sharing information. Due to time constraints, the data from these states were excluded. Third, the 
directors of some states did not respond to consecutive emails and phone calls requesting a list of 
facilities, thus these states are not represented.  
Table 1 
Number and Type of Residential Facilities by State 
 
 
List of States 
Community Residential Facility Supported Apartments 
Small ICF-MRs  Group Homes  
Alabama 2 1016 241 SP 
Alaska -- -- -- 
Arizona 12 * 994 -- 
Arkansas 31 -- -- 
California 18* 1347 21 RO 
Colorado 5 202 20 CM 
Connecticut 14* -- 25 CM 
Delaware 0 131 14 RO 
     (continued) 
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Table 1 (continued) 
 
List of States 
Community Residential Facility Supported Apartments 
Small ICF-MRs  Group Homes  
    
Florida 38 1425 110 SP 
Georgia 0 2480 8 RO 
Hawaii -- -- -- 
Idaho 61 -- 27 CM 
Illinois 42 2338 184 SP 
Indiana 535 99 -- 
Iowa 139 * 79 61SP 
Kansas 21 219  27 CM 
Kentucky 3 38 -- 
Louisiana 534** 73 SP 
Maine 16 * 93 239 SP 
Maryland 0 560 1550 
Massachusetts 0 267 * 4 RO 
Michigan 0 3580 -- 
Minnesota 159 236 125 CM 
Mississippi -- -- -- 
Missouri -- -- -- 
Montana 0 134 28 CM 
Nebraska 0 152  -- 
Nevada 6 156 20 CM 
New Hampshire 0 47 10 CM 
New Jersey -- -- -- 
New Mexico 35 98 -- 
New York 182 6354 483CM 
North Carolina 309 ** 1269 -- 
North Dakota -- -- -- 
Ohio 1027** 833 SP 
Oklahoma -- -- -- 
Oregon 0 68 36 SP 
Pennsylvania 131 -- -- 
Rhode Island 4  -- -- 
South Carolina 72 46 364SP 
South Dakota 0 20  -- 
Tennessee 81 73 64SP 
Texas 786 *** *** 
Utah 0 -- -- 
Vermont 1 28 15 CM 
Virginia 0 1073 * 151 SP 
Washington -- -- -- 
West Virginia 63 138 -- 
Wisconsin 0 1448 -- 
Wyoming 0 216* 431 SP 
Note: * Number of beds not defined, **Number includes both ICFs/DD and group homes, ***Data is not 
disaggregated by type of facility; CM=Case Managers, RO= Regional Offices, SP=Service Providers 
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 Another limitation of the data sampling procedures concerns the type of data available 
from each state.  For example, some states do not differentiate among the types of residential 
facilities for people with DD/ID (i.e., ICFs/DD and group homes). In other cases, data on bed 
size was not available, so states could only provide partial information. Finally, ICFs/DD in 
some states provide a broad range of residential services such as community homes, group 
homes, and small or large institutions (including state-operated developmental centers and 
privately operated agencies), and do not maintain a database organized by type of facility. In 
order to prevent a biased sample, the population consisted of only the 26 states with complete 
data. A biased sample is a sample of a population in which all participants are not equally 
represented. This can cause systematic error and some members of the population to be less 
likely to be included than others (Alreck & Settle, 2004; Czaja & Blair, 2006). Therefore, only 
complete data were used. 
Sample  
Prior to selecting a sample, the list of ICFs/DD and group homes were combined into one 
list and organized by state. The list of agencies providing case management services to 
individuals in supported apartments were kept separate from the combined list of ICFs/DD and 
group homes. The list of ICFs/DD and group homes was merged because small ICFs/DD (eight 
or less residents) and group homes provide similar types of residential services (e.g. supervised 
living arrangements in communities for a small number of residents; training in budgeting and 
managing money, running a household, and obtaining employment). In fact, some states such as 
Louisiana and Ohio do not differentiate between ICFs/DD and group homes. Therefore, the term 
“community residential facilities” was used to describe the combined list of ICF/DDs and group 
homes. 
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Required sample size was calculated using the Cochran (1977) formula (Czaja & Blair, 
2005), n=z²(pq)/e².  Where n is the sample size, z
2
 is the abscissa of the normal curve that cuts 
off an area at the tails, p is the estimated proportion of an attribute that is present in the 
population, q is 1-p, and e is a margin of error. To obtain a representative sample, Barlett, 
Kotrlink, and Higgins (2001) suggest calculating sample size based on a 5% margin of error and 
95% confidence interval. Based on this reasoning--with the maximum variance of .50/50, a 
margin of error ±5%, and a confidence level of 95%--the total return rate required is 384.  
Assuming a 40% response rate, a sample of 1000 participants is needed (i.e., 500 community 
residential facilities and 500 supported apartments) in order to obtain a return rate of 384 
completed surveys.  
A random proportional stratified sampling procedure (Czaja & Blair, 2005) was used.  
First, the population was stratified by type of residential setting (i.e., community residential 
facilities and supported apartments). Then, community residential facilities and supported 
apartments were randomly selected from each state. The subsamples (i.e., community residential 
facilities and supported apartments) were proportional to their sizes in the population. In order to 
calculate the required number of community residential facilities and supported apartments in 
each state, each state‟s population was obtained from the 2008 U.S. Census. Then, the 
percentage of participants selected from each state was calculated by dividing the number of 
persons living in each state by the total population and then multiplying by 500 (i.e., the total 
sample size per category) to obtain the required percentage. For example, if California 
constitutes 18.32% of the U.S. population, the sample size for California was 18.32% of the total 
sample size. Therefore, according to this calculation, the number of participants for California 
community residential facilities and supported apartments is 92, respectively. Table 2 displays a 
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summary of the required sample sizes for each state. The sample size listed represents the 
number of participants needed within the community residential facility category and the 
supported apartment category. 
 Survey participants from community residential facilities were randomly selected from 
each state until the required sample size (see Table 2) was obtained. Using a Random Number 
Generator (http://www.randomizer.org/form.htm), a list of random numbers was created for each 
state. The required sample size for each state was entered, and then the minimum value (which 
identifies the smallest number in the range) and the maximum value (which identifies the largest 
number) were entered. For example, the required sample size for the state of California is 92 and 
the total number of community residential facilities is 1365 (18 ICFs/DD and 1347 group homes).  
The minimum value 1 and the maximum value 1365 were entered. The Random Number 
Generator produced a Random Number Table consisting of 92 unique random numbers in the 
range of 1 to 1365. The same procedures were conducted to select community residential 
facilities in each state.  
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Table 2 
Estimated Sample Size by State Based on the Resident Population for the United States  
 
Rank 
Among 
States 
State  
Population* 
(2008 est.) 
Percent of Total 
Population (%) 
Sample Size** 
1 California 36,756,666 18.32% 92 
2 Texas 24,326,974 12.13% 61 
3 New York 19,490,297 9.71% 49 
4 Florida 18,328,340 9.14% 46 
5 Illinois 12,901,563 6.43% 32 
6 Ohio 11,485,910 5.73% 29 
7 Georgia 9,685,744 4.83% 24 
8 Virginia 7,769,089 3.87% 19 
9 Massachusetts 6,497,967 3.24% 16 
10 Tennessee 6,214,888 3.10% 15 
11 Maryland 5,633,597 2.81% 14 
12 Minnesota 5,220,393 2.60% 13 
13 Colorado 4,939,456 2.46% 12 
14 Alabama 4,661,900 2.32% 12 
15 South Carolina 4,479,800 2.23% 11 
16 Louisiana 4,410,796 2.20% 11 
17 Oregon 3,790,060 1.89% 9 
18 Iowa 3,002,555 1.50% 7 
19 Kansas 2,802,134 1.40% 7 
20 Nevada 2,600,167 1.30% 6 
21 Maine 1,316,456 0.66% 3 
22 New Hampshire 1,315,809 0.66% 3 
23 Montana 967,440 0.48% 2 
24 Delaware 873,092 0.44% 2 
25 Vermont 621,270 0.31% 2 
26 Wyoming 532,668 0.27% 1 
 Total 200,625,031 100.00% 500.00 
*Note: U. S. Census Bureau 2008 resident population for the United States ** Represents the number of participants 
needed from each of the two categories (i.e., community residences and supported apartments) 
 
 The procedure used to randomly select supported apartment services from each state 
was slightly different. Four states (i.e., California, Delaware, Georgia, and Massachusetts) 
provide supported apartment services through regional offices. The number of regional offices in 
three of the states (i.e., California, Georgia, and Massachusetts) was less than the required 
sample size. Therefore, all regional offices in each state were selected for participation. Then, 
executive directors at each regional office were asked to randomly select case managers who 
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work in supported apartments to participate in the study. For example, California had 21 regional 
offices and the required sample size was 92. Four copies of the survey were distributed to 14 
regional offices and five copies of the survey were distributed to seven regional offices. The 
remaining 23 states had a sufficient number of personnel to allow random selection using a 
Random Number Generator; thus, the same procedure described for selecting community 
residential facilities was used to select participants from supported apartments in these states.  
Participants 
Surveys were mailed to a random sample of one thousand residential specialists (i.e., 500 
community residential facilities and 500 supported apartments) in 26 states.  Fifty-eight surveys 
were returned by the U.S. Post Office as undeliverable. Individuals with undeliverable addresses 
were replaced with randomly selected new individuals from the list.   
 A total of 368 (36.8%) of the individuals selected for the study responded. Among them, 
88 declined to participate leaving a final sample size of 280 (28.0%). Those who declined 
reported that they did not work at a residence with individuals who have developmental 
disabilities (n=46), the residence at which they work had more than eight residents (n=12), they 
did not have time (n=12), they were not interested in the study (n=7), or for other non-specified 
reasons (n=11).  Among those who declined 58 individuals did not meet criteria for participation 
(i.e., they did not work at a residence with individuals who have developmental disabilities and 
the residence at which they work had more than eight residents) but they were not replaced. 
 Persons who filled out the survey were asked about geographic location of the facility, 
the population of the community in which they work, and their job title, race, and years of 
experience working with individuals with disabilities in residential settings. Individuals from 26 
states responded to the survey (see Table 3). 
 
 
61 
 
Table 3 
Distribution of Participants by State (N=280) 
 
States N % 
AL 10 3.6 
CA 57 20.4 
CO 10 3.6 
DE 2 0.7 
FL 17 6.1 
GA 6 2.1 
IA 3 1.1 
IL 29 10.4 
KS 5 1.8 
LA 3 1.1 
MA 9 3.2 
MD 4 1.4 
ME 2 0.7 
MN 8 2.9 
MT 1 0.4 
NH 2 0.7 
NV 3 1.1 
NY 27 9.6 
OH 13 4.6 
OR 8 2.9 
SC 9 3.2 
TN 11 3.9 
TX 28 10.0 
VA 10 3.6 
VT 1 0.4 
WY 2 0.7 
 
 Demographic data of survey participants are provided in Table 4. Participants were 
evenly distributed across communities with varying sizes of population, although participants 
from communities of less than 2,500 were under-represented. Job titles of the participants (i.e., 
residential specialists) included director, group home manager, case manager, and caregiver. The 
vast majority of participants were female (74.5%), White (70.1%), and had completed at least a 
bachelor degree (72.9%). Participants‟ years of experience working with adults with disabilities 
in residential settings ranged from 1 to 43 (M=15.9; SD=10.07).  
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Table 4  
 
Participant Demographic Information (N=280) 
 
Characteristics 
 
n % 
Population (n=273)   
Less than 2,500 14 5.1 
2,500-49,999 91 33.3 
50,000-250,000 88 32.2 
Over 250,000 80 29.3 
Job title (n=276) 
Director 75 27.2 
Group home manager 62 22.5 
Case manager 60 21.7 
Care giver 59 21.4 
Other 20 7.2 
Gender (n=275) 
Male 70 25.5 
Female 205 74.5 
Race/ethnicity (n=274)   
White/Caucasian 192 70.1 
Black 41 15.0 
Hispanic 22 8.0 
Asian 10 3.6 
Other 9 3.3 
Education (n=280) 
Less than high school 2 0.7 
High school 22 7.9 
Some college 34 12.1 
Associate degree 18 6.4 
Bachelor degree 110 39.3 
Master degree 80 28.6 
Doctoral/professional degree (Ph.D., MD, JD) 14 5.0 
Years of working experience  (n=275) 
Less than 1 year to 5 years 55 20.0 
5 to 10 years 57 20.7 
11 to 15 years 37 13.5 
16 to 20 years 42 15.3 
21 years or over 84 30.5 
 
Instrument 
A survey (see Appendix A) was developed based on the national community skills 
competencies survey by Aveno (1985) and a review of the literature. Content validity was 
determined by four University experts who had published articles in peer-reviewed journals 
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related to transition for individuals with severe intellectual disabilities and functional curriculum. 
They provided feedback on the relevance and comprehensiveness of the list of independent 
living skills, the clarity of the directions and usefulness of the examples, the content of the cover 
letter, and the general appeal of the survey format. Comments and suggestions were incorporated 
into the draft of the questionnaire used for pilot testing.                                                                
 The survey directions requested participants to think about the one individual with the 
most severe disabilities on their caseload who lives successfully in the community and complete 
the survey questions thinking about this individual. Because individuals with severe disabilities 
are quite heterogeneous, it was hypothesized that it would be difficult for participants to answer 
the questions if they focused on more than one individual with severe disabilities. For purposes 
of this survey, an individual who lives “successfully” in the community was defined as a person 
who thrives in the community and is not at risk for losing his/her residential placement. Living 
successfully in the community does not necessarily mean that a person lives independently.  An 
individual who lives successfully in the community may require supervision, adapted materials 
and equipment, and only partially participate in everyday activities. 
The survey consisted of six parts and took approximately 15-20 minutes to complete. Part 
A collected data on the residence where the individual with the most severe disabilities who lives 
successfully in the community lives (e.g., type of residential setting, hours of in-home support 
provided, distance from the nearest store/restaurant, distance from store/public transportation, 
frequently used transportation, and residents‟ day activities). 
Part B assessed (a) critical domestic skills and safety skills needed by all individuals who 
live at the residence and (b) the degree of assistance needed by the resident with the most severe 
disabilities who lives successfully in the community to perform each of the identified skills. The 
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respondents were asked to rate each skill using a 4-point Likert scale to indicate degree of 
assistance needed (i.e., 1=needs assistance on all steps, 2=needs assistance on most steps, 
3=needs assistance on some steps, and 4=no assistance needed). They also rated each skill as 
critical or not critical. 
Part C assessed (a) critical community activities in which all individuals at the residence 
participate and (b) the frequency of participation in each community activity by the resident with 
the most severe disabilities who lives successfully in the community. The frequency with which 
the resident engaged in activities was rated by participants using a 4-point Likert scale (i.e., 
1=none or less than monthly, 2=monthly, 3=weekly, and 4=daily).  The respondents also rated 
each activity as critical or not critical. 
Part D requested information about the recreation/leisure activities most frequently 
performed by the resident with the most severe disabilities who lives successfully in the 
community. Participants were asked to list up to three recreation/leisure activities in the 
categories of home and community.   
Part E contained an open-ended question about the most common reasons for individuals 
with disabilities at the residence to lose their residential placement. Participants were asked to 
list up to three reasons.  
Part F collected data on the demographics of residential specialists regarding geographic 
location of the facility, population, job title, and years of experience working with individuals 
with disabilities in residential settings.  
Prior to data collection, the survey and cover letter were piloted with six local residential 
specialists (i.e., four managers in community residential facilities and two managers for 
supported apartments) who were not included in the sample. Pilot investigations were conducted 
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to evaluate the clarity and relevance of the items, the clarity of the cover letter, the ease/difficulty 
of completing the survey, and the length of time needed to complete the survey. The cover letter 
and survey items were revised based on feedback from the pilot test.  
Data Collection 
Data collection was completed over a six-week period. Each survey was coded with a 
state code and a case number. For example, CA1-C1 refers to the first randomly selected 
community residence from California and CA1-S1 refers to the first randomly selected supported 
apartment from California.   
Community residential facilities 
A total of 500 residential specialists at community residential facilities were recruited to 
participate in the study. The residential specialists at community residential facilities were 
mailed a packet that contained (a) a paper copy of the Independent Living Skills survey (see 
Appendix A), (b) a letter that explained the purpose of the study (see Appendix B), (c) a 
business-reply envelope, and (d) a two-dollar pre-incentive. Research has demonstrated the 
impact of prepaid incentives on survey responses from various populations. Results indicate that 
their use increases response rates (Church, 1993; Fox, Crask, & Kim, 1988; Furse & Stewart, 
1982; Hopkins & Gullickson, 1992; James & Bolstein, 1990; Jobber & Saunders, 1988; Singer, 
Groves, & Corning, 1999). If the residential specialists were unable or chose not to complete the 
survey, they were instructed to give the packet to another residential specialist at the same 
facility. If a survey was not returned within two weeks, a postcard reminder was mailed to 
encourage participants to respond (see Appendix C). A second copy of the cover letter, survey, 
and a business reply envelope was mailed to participants who had not responded within two 
weeks following the mailing of the postcard reminder.   
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Supported apartments  
 A total of 500 residential specialists at supported apartments were recruited to participate 
in the study.  Recruitment methods varied depending on the nature of the data available (i.e., 
regional office, case managers or service providers, see Table 1).  
 Most supported apartment services were provided through either service providers or 
case managers. The procedure for recruiting these individuals was the same as for community 
residential specialists except that the letter explaining the purpose of the survey was modified to 
reflect language about supported apartment facilities (see Appendix D). In addition, the 
procedures for addressing non-respondents were also the same.  
 Four states (i.e., California, Delaware, Georgia, and Massachusetts) provide supported 
living services through regional offices. For Delaware, two regional offices were randomly 
selected (see Table 2) and then each office was asked to randomly select one residential 
specialist to participate. For the other three states (i.e., California, Georgia and Massachusetts) all 
regional offices were selected.  Each office was asked to randomly select a predetermined 
number of residential specialists to participate in the study.  More than one residential specialist 
was needed from each office to meet the required sample size (see Table 2). 
 The directors at each regional office were mailed a letter requesting them to randomly 
select one or more (depending on the state) residential specialists who have experience 
delivering residential services to individuals with disabilities in supported apartments (see 
Appendix E). Then, the director was instructed in the letter to provide the residential specialist 
with the contents of the packet that he/she received. The packet contained (a) a paper copy of the 
Independent Living Skills survey (see Appendix A), (b) a letter that explained the purpose of the 
study (see Appendix D), (c) a business-reply envelope, and (d) a two-dollar pre-incentive. If the 
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survey was not received within two weeks, a postcard reminder was mailed to the regional office 
encouraging the director to distribute the survey(s) to a residential specialist and/or give the 
reminder postcard to the residential specialist selected for the survey (see Appendix F). Two 
weeks following the mailing of the postcard reminder a second copy of the instruction letter, and 
packet(s) for residential specialist(s) were mailed to the directors at regional offices that had not 
responded.  
Data Analysis 
As surveys are returned, data was entered into SPSS 16 (Statistical Package for Social 
Science). To increase the reliability of the data input, a graduate student randomly selected 15% 
of the cases and checked the data input for accuracy. The accuracy of the data input was 100%.  
Descriptive statistics (i.e., frequencies and percentages) were calculated to describe 
participants‟ and residents‟ demographics, and to provide an overall summary of the data. A 
summary of the data analysis procedures for each question is provided in Tables 5 and 6, and in 
the remainder of this section.  
To address the first six research questions, descriptive statistics (i.e., frequency, 
percentages, means, and standard deviations) were used. 
 To answer the seventh research question (i.e., What factors affect residential specialists‟ 
perceptions of skills and activities?), two types of inferential statistics were used.  First, a Chi-
square was performed to determine whether type of residential setting (i.e., community 
residential facilities and supported apartments), location of residential setting (i.e., the distance 
from the nearest store)-less than one-half mile  and one-half mile or more- and hours of in-home 
support provided (i.e., less than 20 hours per week, 20 or more hours per week but less than 24 
hours per day, and 24 hours per day) affected residential specialists‟ perceptions of critical 
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domestic and safety skills, and community activities. An independent sample T-test was 
performed to determine whether type of residential setting (i.e., community residential facilities 
and supported apartments) and location of residential setting (i.e., distance from the nearest store 
- less than one-half mile and one-half mile or more) affected residential specialists‟ perceptions 
of level of assistance needed to complete domestic and safety skills and the frequency of 
participation in community activities. An analysis of variance (ANOVA) was performed to 
determine whether hours of in-home support provided (i.e., less than 20 hours per week, 20 or 
more hours per week but less than 24 hours per day, and 24 hours per day) affected residential 
specialists‟ perceptions of level of assistance needed to complete domestic and safety skills and 
the frequency of participation in community activities. 
To address the eighth and ninth research questions (i.e., What is the relationship between 
the critical domestic and safety skills in which adults with disabilities that live successfully in the 
community engage and their level of assistance needed? What is the relationship between the 
critical community activities in which adults with disabilities that live successfully in the 
community engage and their frequency of participation?)a Pearson product- moment correlation 
was used.  
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Table 5 
 
Data Analysis Plan- Research Question 1to 6 
 
Research Questions 
 
Data Source Variables Statistical Analysis 
Research Question 1: What are the critical 
domestic and safety skills possessed by 
adults with disabilities who live successfully 
in the community?  
 
Part B Critical domestic skills and safety 
skills 
 
Descriptive statistics (i.e., frequency 
and percentages) 
 
 
Research Question 2: What are the critical 
community activities performed by adults 
with disabilities who live successfully in the 
community? 
Part C  Critical community activities Descriptive statistics (i.e., frequency 
and percentages) 
 
Research Question 3: What level of 
assistance do adults with disabilities receive 
when performing domestic and safety skills? 
 
Part B Level of assistance needed in 
domestic skills and safety skills 
Descriptive statistics (i.e., 
frequency, percentages, mean and 
standard deviation) 
Research Question 4: How frequently do 
adults with disabilities participate in 
community activities? 
 
Part C Frequency of participation in 
community activities 
 
Descriptive statistics (i.e., 
frequency, percentages, mean and 
standard deviation) 
Research Question 5: What recreation/leisure 
activities do adults with disabilities who live 
successfully in the community most 
frequently engage in at home and in the 
community? 
Part D Recreation/leisure activities 
 
Descriptive statistics (i.e., frequency 
and percentages) 
 
Research Question 6: What are the most 
common reasons for adults with disabilities 
who live in the community to lose their 
residential placements? 
 
Part E Reasons for losing community 
residences 
 
Descriptive statistics (i.e., frequency 
and percentages) 
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Table 6 
 
Data Analysis Plan-Research Questions 7, 8, and 9 
 
Research Questions Data Source Independent Variables Dependent Variables Statistical Analysis 
 
Research Question 7: What factors 
affect residential specialists‟ 
perceptions of skills and activities? 
 
 
 
 
Part A (Q1, Q2, 
Q3) and Part B 
and  C 
 
1.  Type of residential setting 
2.  Distance from the nearest 
store  
3. Hours of in-home support 
 
 
 
 
 
1.  Critical domestic skills 
2.  Critical safety skills 
3.  Critical community  
activities  
4.  Level of assistance needed 
in domestic skills 
5.  Level of assistance needed 
in safety skills 
6. Frequency of participation in 
community activities 
 
 
Chi-square  
Independent sample T-
test 
ANOVA 
 
 
                            
 
 
 
Research Question 8: What is the 
relationship between the critical 
domestic and safety skills in which 
adults with disabilities that live 
successfully in the community 
engage and their level of assistance 
needed? 
 
Part B and C Critical domestic skills and 
safety skills 
 
1.  Level of assistance needed 
in domestic skills 
2.  Level of assistance needed 
in safety skills 
3. Frequency of participation in 
community activities 
Pearson product-
moment correlation 
Research Question 9: What is the 
relationship between the critical 
skills and activities in which adults 
with disabilities that live 
successfully in the community 
engage and their frequency of 
participation and level of 
assistance needed? 
 
Part  D 
 
 
Critical community activities 1.  Level of assistance needed 
in domestic skills 
2.  Level of assistance needed 
in safety skills 
3. Frequency of participation in 
community activities 
Pearson product-
moment correlation 
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Chapter IV 
Results 
This chapter describes the results gleaned from analyzing the survey data from this study. 
First, characteristics of residences are reported. Second, the internal consistency of the 
instrument is examined. Third, the findings for each research question are presented. 
Characteristics of Residences 
Characteristics of the residences at which the participants (i.e., residential specialists) 
worked are provided in Table 7. Of the 280 residential specialists who agreed to participate, the 
majority worked at community residential facilities (12.8% ICF/DDs, 56.2% group homes) or 
supported apartments (23.0%). Most residences (73.8 %) provided 24 hour in-home support and 
almost half (46.9%) were located less than one-half mile from a store or restaurant.  Slightly over 
one-half of the respondents (50.6%) indicated that their residents could access public 
transportation less than one-half mile from their residence; however, 16.2% indicated that no 
public transportation was available. The most frequent form of transportation used by residents 
was a company van with a staff driver (76.1%), although as shown in Table 7, other forms of 
transportation were also available.  Most of the residents spent their time during the day in a day 
activity center (52.2%), and almost half had a job in either a sheltered workshop (25.0%) or a 
supported/integrated work setting (21.3%).  Although more than one third of the residents 
(34.7%) spent time at home, almost all of them (91.4%) participated in other day activities. 
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Table 7 
Characteristics of Residences (N=280)  
Characteristics  n % 
Type of residence (n=274)   
  Community residential facility (group homes and ICFs/DD) 189 69.0 
  Supported apartments 63 23.0 
  Foster homes 9 3.3 
  Other 13 4.7 
Hours of in-home support (n=263)  
  Less than 20 hours per week 23 8.5 
  20-31 or more hours per week (but less than 24 hours per day) 40 17.7 
  24 hours per day 200 73.8 
Distance to the nearest store/restaurant from the residence (n=273)  
  Less than 1/2 mile 128 46.9 
  1/2 mile or more 145 53.1 
Distance to the nearest public transportation from  
the residence (n=271) 
 
  Less than 1/2 mile 137 50.6 
  1/2 to 1 mile 50 18.5 
  1 to 2 miles 23 8.5 
  Over 2 miles 17 6.3 
  No public transportation available 44 16.2 
Most frequent form of transportation (n=268)  
Company van with staff driver 204 76.1 
Bus 29 10.8 
Staff/care givers‟ car 20 7.5 
Walk 9 3.4 
Car/motorcycle (own driving) 4 1.5 
Bicycle 2 0.7 
Daytime Activity (n=270)   
Day activity center 140 52.2 
Home 93 34.7 
Sheltered workshop 67 25.0 
Community non work settings 67 25.0 
Supported employment/integrated work setting 57 21.3 
Community college 8 3.0 
 
Internal Consistency 
 Cronbach‟s coefficient alpha was used to determine the internal consistency of the survey 
items in each category of independent living skills (i.e., domestic, safety, community). 
Researchers typically suggested a minimum reliability of .70 for research purposes (Nunally, 
1978; Siegle, 1997). Cronbach‟s coefficient alpha scores for the three categories ranged from .80 
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to .97 (i.e., domestic skills, α=.97; safety skills, α=.91; community activities, α=.80) 
demonstrating a high level of internal consistency. 
Research Question 1 
 Research question 1 addressed residential specialists‟ perceptions of critical domestic and 
safety skills for all individuals who live successfully at their residence. A critical skill was 
defined on the survey as a skill that all individuals at the residence can perform or one that is 
targeted for instruction with any individuals at the residence who cannot perform the skill.   
 The descriptive data for critical domestic skills are reported in Table 8. The overall 
mean % of domestic skills rated as critical was 41.5% with a range of 21.3% to 65.2%. 
Grooming/hygiene (51.6%) and meal time behaviors (52.5%) were the only two categories of 
domestic skills where respondents felt the majority of the items were critical (see total 
percentages in Table 8). Across all seven categories of domestic skills, nine skills were rated by 
50% or more of the participants as critical. These include: toilet (65.2%), bath/shower (60.6%), 
eat properly (60.1%), brush teeth (58.4%), drink properly (55.8%), wash/dry hands (52.7%), use 
utensils (51.8%), dress/undress (50.9%), and wash/dry face (50.2%).  
Table 8 
Frequency and Percentage of Service Providers Who Rated Domestic Skills as Critical (N=280) 
Domestic Skills 
Critical   Not critical  
n %  n % 
Grooming and Hygiene     
    1. Toilet 182 65.2 97 34.8 
    2. Bath/shower 169 60.6 110 39.4 
    3. Brush teeth 163 58.4 116 41.6 
    4. Wash/dry hands 147 52.7 132 47.3 
    5. Wash/dry face 140 50.2 139 49.8 
    6. Comb/brush hair 135 48.6 143 51.4 
    7. Wipe nose 132 47.5 146 52.5 
    8. Shave1 127 46.7 145 53.3 
    (continued) 
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Table 8 (continued)     
Domestic Skills 
Critical   Not critical  
n %  n % 
    9. Menstrual care 75 34.4  143 65.6 
    Total average  51.6   41.4 
Mealtime Behaviors     
    1. Eat properly 166 60.1 110 39.9 
    2. Drink properly 154 55.8 122 44.2 
    3. Use utensils  143 51.8 133 48.2 
    4. Use napkin 116 42.3 158 57.7 
    Total average  52.5  47.5 
Meal Preparation      
    1. Prepare snacks/meals 117 42.2 160 57.8 
    2. Use cooking appliances 108 39.0 169 61.0 
    3. Plan menu 100 36.1 177 63.9 
    4. Set table   96 34.8 180 65.2 
    5. Serve food 82 29.7 194 70.3 
    Total average  36.4  63.6 
Meal Clean-up     
    1. Clear dishes 108 39.1 168 60.9 
    2. Hand wash/dry dishes 91 33.2 183 66.8 
    3. Load/unload dishwasher 81 30.1 188 69.9 
    4. Store leftovers 79 28.6 197 71.4 
    Total average  32.8  67.3 
Clothing Care/Use     
    1. Dress/undress 140 50.9 135 49.1 
    2. Select appropriate clothing  124 45.1 151 54.9 
    3. Operate washing machine 114 41.6 160 58.4 
    4. Operate dryer 111 40.4 164 59.6 
    5. Hang clothes in closet 97 35.3 178 64.7 
    6. Put clothes in drawer 97 35.3 178 64.7 
    Total average  41.4  58.6 
Housekeeping     
    1. Take out trash 109 39.9 164 60.1 
    2. Make bed 105 38.3 169 61.7 
    3. Vacuum 100 36.4 175 63.6 
    4. Sweep/mop 97 35.4 177 64.6 
    5. Dust  94 34.2 181 65.8 
    6. Yard care 55 21.3 203 78.7 
    Total average  34.3  65.8 
Household Management     
    1. Manage budget 92 33.8 180 66.2 
    2. Pay bills 91 33.6 180 66.4 
    (continued) 
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Table 8 (continued) 
 
    
Domestic Skills 
Critical   Not critical  
n %  n % 
    3. Make home repairs/call repairman 68 25.3 201 74.7 
    Total average  30.9  69.1 
Grand Total Average of Domestic Skills  41.5  58.5 
 
 The descriptive data for critical safety skills are presented in Table 9. The overall mean 
rating of safety skills rated as critical was 43.9% and ranged from 30.2% to 57.1%.  Among the 
11 safety skill items, only three skills (i.e., use prescription/non  prescription drugs, 57.1%; 
demonstrate knowledge of escape routes, 53. 8%; and inform others when sick/injured, 50.5%) 
were rated by 50% or more of the participants as critical.  
Table 9 
Frequency and Percentage of Service Providers Who Rated Safety Skills as Critical (N=280) 
Safety Skills 
Critical   Not critical 
n %  n % 
1. Use prescription/non prescription drugs  157 57.1 118 42.9 
2. Demonstrate knowledge of escape routes 148 53.8 127 46.2 
3. Inform others when sick/injured 139 50.5 136 49.5 
4. Respond to household emergencies 135 49.3 139 50.7 
5. Cross streets 117 42.7 157 57.3 
6. Distinguish edible/non edible 116 42.3 158 57.7 
7. Use telephone for emergency 114 41.5 161 58.5 
8. Seek help when lost 112 40.9 162 59.1 
9. Practice home security (e.g., Use lock and key) 110 40.0 165 60.0 
10. Use first-aid procedures 95 34.5 180 65.5 
11. Use public transportation 80 30.2 185 69.8 
Total average  43.9  56.1 
 
Research Question 2 
 Research question 2 addressed residential specialists‟ perceptions of critical activities for 
all individuals who live successfully at their residence. A “critical activity” was defined in the 
survey as an activity in which all individuals at the residence participate or one that is targeted 
for instruction with any individuals at the residence who cannot perform the activity.    
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 The descriptive data for critical community activities are reported in Table 10. The 
overall mean % of community activities rated as critical was 32.6% with a range of 12.5% to 
53.8%.  None of the four categories of community activities were rated by 50% or more of the 
participants as critical. The only community activity rated as critical by the majority of the 
participants was using medical services (53.8%).  
Table 10 
Frequency and Percentage of Service Providers Who Rated Community Activities as Critical 
(N=280) 
 
Community Activities 
Critical   Not critical  
n %  n % 
Restaurants     
    1. Fast food restaurant 117 42.5 158 57.5 
    2. Sit down restaurant 116 42.2 159 57.8 
  Total average  42.4  57.7 
Stores      
    1. Grocery stores 129 46.9 146 53.1 
    2. Department stores 97 35.3 178 64.7 
    3. Drug stores 77 28.0 198 72.0 
    4. Convenience stores 94 34.2 181 65.8 
Total average  36.1  63.9 
Services     
    1. Medical services (e.g. Doctor/Dentist) 148 53.8 127 46.2 
    2. Barber/beauty shop 105 38.2 170 61.8 
    3. Bank 101 36.9 173 63.1 
    4. Social service agencies 73 26.6 201 73.4 
    5. Post office 48 17.6 225 82.4 
    6. Laundromat /Dry cleaners 36 13.2 237 86.8 
Total average  31.1  69.0 
Other 
     1. Church/synagogue/house of worship 
 
79 
 
28.9 
 
194 
 
71.1 
     2. Volunteer work 34 12.5 239 87.5 
 Total average  20.7  79.3 
Grand Total Average of Community Activities   32.6  67.4 
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Research Question 3 
 Research question 3 asked about the level of assistance needed by adults with the most 
severe disabilities (who live successfully in the community) when performing domestic and 
safety skills. The respondents were asked to rate the level of assistance required on each 
domestic and safety skill using a 4-point Likert scale (1=needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed). 
  Table 11 shows the means and standard deviations for domestic skills. The overall mean 
across all domestic skills was 2.36 (SD=0.86).  Means ranged from 1.28 to 3.23 and standard 
deviations ranged from 0.72 to 1.29. Among the eight categories, residential specialists rated 
items in the household management category (M=1.31, SD=0.66) as ones in which individuals 
with severe disabilities require the greatest level of assistance. Items in the mealtime behavior 
category were identified as ones that individuals with severe disabilities require the least level of 
assistance (M=3.07, SD=1.00). Of the 37 domestic skills, residential specialists rated only three 
skills (i.e., drink properly, eat properly, and use utensils) above a 3.0 indicating that individuals 
needed assistance on some or none of the steps in these skills. They also rated seven skills (i.e., 
plan menu, prepare snacks/meals, use cooking appliances, yard care, pay bills, manage budget, 
and make home repairs/call repairman) below a 2.0 indicating that individuals needed assistance 
on most or all of the steps involved with these skills. 
Table 11 
Mean and Standard Deviation of Level of Assistance Needed in Domestic Skills 
Domestic Skills M SD 
Grooming and Hygiene   
    1. Wash/dry hands 2.90 1.12 
    2. Wipe nose 2.85 1.19 
    3. Toilet 2.84 1.20 
  (continued) 
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Table 11(Continued)      
Domestic Skills M SD 
    4. Wash/dry face 2.82 1.14 
    5. Comb/brush hair 2.75 1.18 
    6. Brush teeth 2.61 1.15 
    7. Menstrual care 2.61 1.29 
    8. Bath/shower 2.51 1.20 
    9. Shave 2.26 1.21 
    Total average 2.70 1.06 
Mealtime Behaviors     
    1. Drink properly 3.23 1.07 
    2. Use utensils  3.09 1.06 
    3. Eat properly 3.03 1.04 
    4. Use napkin 2.99 1.05 
    Total average 3.07 1.00 
Meal Preparation   
    1. Set table   2.37 1.14 
    2. Serve food 2.14 1.13 
    3. Prepare snacks/meals 1.95 0.99 
    4. Plan menu 1.79 0.95 
    5. Use cooking appliances 1.66 0.95 
    Total average 1.99 0.90 
Meal Clean-up     
    1. Clear dishes 2.59 1.13 
    2. Load/unload dishwasher 2.21 1.10 
    3. Hand wash/dry dishes 2.20 1.10 
    4. Store leftovers 2.00 1.07 
    Total average 2.27 1.01 
Clothing Care/Use     
    1. Dress/undress 2.79 1.18 
    2. Select appropriate clothing  2.54 1.09 
    3. Put clothes in drawer 2.47 1.13 
    4. Hang clothes in closet 2.35 1.15 
    5. Operate dryer 2.10 1.11 
    6. Operate washing machine 2.06 1.07 
   Total average 2.39 1.00 
Housekeeping     
    1. Take out trash 2.52 1.19 
    2. Make bed 2.41 1.14 
    3. Dust  2.36 1.11 
    4. Vacuum 2.32 1.16 
    5. Sweep/mop 2.28 1.12 
    6. Yard care 1.80 1.05 
    Total average 2.30 1.03 
  (continued) 
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Table 11(Continued)      
Domestic Skills M SD 
Household Management   
    1. Manage budget 1.34 0.72 
    2. Pay bills 1.31 0.72 
    3. Make home repairs/call repairman 1.28 0.72 
    Total average 1.31 0.66 
Grand Total Average of Domestic Skills 2.36 0.86 
 
Table 12 shows the means and standard deviations for safety skills. The overall mean 
across all safety skills was 2.07 (SD=0.96). Means ranged from 1.65 to 2.79 and standard 
deviations ranged from 0.92 to 1.34.  No skill was rated a 3.0 or higher and five skills were rated 
below a 2.0 (i.e., use prescription/non prescription drugs, practice home security, respond to 
household emergencies, use first-aid procedures, and use public transportation). 
Table 12 
Mean and Standard Deviation of Level of Assistance Needed in Safety Skills 
Safety Skills M SD 
1. Distinguish edible/non edible 2.79 1.34 
2. Inform others when sick/injured 2.51 1.21 
3. Demonstrate knowledge of escape routes 2.27 1.22 
4. Seek help when lost 2.19 1.27 
5. Use telephone for emergency 2.14 1.22 
6. Cross streets 2.10 1.19 
7. Practice home security (e.g., Use lock and key) 1.92 1.17 
8. Respond to household emergencies 1.91 1.08 
9. Use first-aid procedures 1.73 1.00 
10. Use public transportation 1.72 1.11 
11. Use prescription/non prescription drugs  1.65 0.92 
Total average 2.07 0.96 
 
Research Question 4 
 Research question 4 addressed the frequently of participation in community activities by 
adults with the most severe disabilities (who live successfully in the community). The 
respondents were asked to rate frequency of participation in various community activities using a 
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4-point Likert scale (1=none or less than monthly; 2=monthly; 3=weekly; 4=daily).  Table 13 
shows the means and standard deviations for frequency of participation in community activities. 
The overall mean across all community activities was M=1.77 (SD=0.42). Means ranged from 
1.28 to 2.38 and standard deviations ranged from 0.59 to 0.87. Among the four categories of 
community activities, restaurants (M=2.17, SD=0.62) and stores (M=2.08, SD=0.60) were 
identified as ones that individuals with severe disabilities use more than once a month. Of the 13 
activities, the only ones used more than once a month included fast food restaurants, sit down 
restaurants, grocery stores and convenience stores. All other community activities were reported 
to be accessed less than monthly.  
Table 13 
Mean and Standard Deviation of Frequency of Participation in Community Activities 
Community Activities M SD 
Restaurants   
    1. Fast food restaurant 2.34 0.74 
    2. Sit down restaurant 2.00 0.78 
    Total average l 2.17 0.62 
Stores    
    1. Grocery stores 2.38 0.78 
    2. Convenience stores 2.29 0.87 
    3. Department stores 1.90 0.72 
    4. Drug stores 1.74 0.75 
    Total average 2.08 0.60 
Services   
    1. Medical services (e.g. Doctor/Dentist)) 1.80 0.78 
    2. Barber/beauty shop 1.72 0.59 
    3. Social service agencies 1.45 0.74 
    4. Laundromat /Dry cleaners 1.29 0.72 
    5. Post office 1.28 0.63 
    Total average 1.59 0.41 
Other 
     1. Church/synagogue/house of worship 
1.91 0.78 
     2. Volunteer work 1.37 0.72 
Total average 1.66 0.66 
Grand Total of Average of Community Activities 1.77 0.42 
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Research Question 5 
 Research question 5 addressed the most frequent recreation/leisure activities in which 
adults with the most severe disabilities (who live successfully in the community) engage. 
Respondents were asked to list up to three recreation/leisure activities in which the individual 
engaged most frequently a) at home and b) in the community. Table 14 indicates the frequency 
and percent of responses for each recreation/leisure activity identified for the home and 
community. 
 The percentage of individuals with severe disabilities who participated in each home-
based recreation/leisure activity ranged from 3.9% to 76.3%.  Watching TV/videos was rated by 
the vast majority of the participants (76.3%) as the most frequently performed activity at home 
by individuals with severe disabilities. Playing board games, doing arts and crafts, and listening 
to music/radio were identified by more than 25% of the participants as activities frequently 
performed at home by individuals with severe disabilities. The percentage of individuals with 
severe disabilities who participated in each recreation/leisure activity in the community ranged 
from 5.5% to 54.7%.  Shopping was rated by the majority of the participants (54.7%) as the most 
frequently performed activity in the community by individuals with severe disabilities. Three 
activities (i.e., going to a movie/concert, eating out/having coffee, and going to the park) were 
identified by more than 25% of the participants as activities frequently performed in the 
community by individuals with severe disabilities. 
 
 
 
 
 82 
 
Table 14 
Frequency and Percentage in Recreation/Leisure Activities at Home and in Community (N=257) 
Activities performed at home  Activities performed in the community 
Activities n % 
 
Activities n % 
 
Watching TV/videos 196 76.3 Shopping 139 54.7 
Playing board games 96 37.4 Going to a movie/concert  115 45.3 
Doing arts and crafts 70 27.2 Eating out/having coffee 112 44.1 
Listening to music/radio 69 27.1 Going to the park 85 33.5 
Playing Wii/videogame 37 14.6 Walking/Bike riding 58 22.9 
Using the computer/internet/email 35 13.6 Bowling 57 22.7 
Cooking 34 13.4 Attending a fitness class/ 
dancing 
53 20.9 
Socializing 34 13.4 Playing game/sports 52 20.6 
Exercising 32 12.6 Attending church 48 19.1 
Maintaining household/cleaning 29 11.4 Visiting family/friend 40 15.9 
Reading magazine/paper 23 8.9 Attending festival/community 
event 
38 15.1 
Gardening 23 8.9 Swimming 37 14.7 
Inviting family/friend to the house? 22 8.7 Attending a concert/show 35 13.8 
Talking on the phone 10 3.9 Visiting museums/library/art 29 11.4 
Having a BBQ/picnic 10 3.9 Watching live sports games 26 10.4 
   Attending community class 15 5.9 
   Taking a trip/vacation 14 5.5 
 
Research Question 6 
 Research question 6 sought to determine the most common reasons for any individuals 
with disabilities at the residence to lose their residential placements. Respondents were asked to 
list up to three reasons. Table 15 indicates the frequency and percent of responses for the most 
common reasons identified. Dangerous behavior to self/others (45.0%) and medical issues 
(41.8%) were identified as the two most common reasons for individuals with disabilities to lose 
their residential placement. Among the 10 reasons that were identified three related to behavioral 
issues (i.e., dangerous behavior to self/others, non-compliance with house rules, and illegal 
act/drug use/sex offender). 
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Table 15 
Frequency and Percentage of Common Reasons to Lose Residential Placements (N=249) 
Reasons n % 
1. Dangerous behavior to self or others 112 45.0 
2. Medical issues 104 41.8 
3. Guardian or family decision 40 16.2 
4. Non-compliance with house rules 39 15.6 
5. Loss or lack of state funding 38 15.3 
6. Voluntarily decision to move out 38 15.3 
7. Need more intensive care 27 10.7 
8. Move to more independent setting 24 9.6 
9. Illegal act/drug use/sex offender 23 9.2 
10.      Financial issues of individuals (e.g. unable to pay bill) 12 4.8 
 
Research Question 7 
Research question 7 explored (a) residential specialists‟ perceptions of critical domestic 
skills, safety skills, and community activities; (b) level of assistance needed with domestic and 
safety skills; and (c) frequency of participation in community activities as it related to three 
independent variables.  These variables included type of residential setting, distance of the 
nearest store/restaurant to the residence, and hours of in-home support provided to residents with 
severe disabilities.   
 Critical domestic skills, safety skills, and community activities based on type of 
 residential setting 
  
 Descriptive statistics (i.e., frequencies and percentages) were employed to describe 
residential specialists‟ perceptions of critical domestic skills, safety skills, and community 
activities by the type of residential setting in which they worked (community residential facility, 
supported apartment). A Pearson's chi-square (χ2) test was used to compare significant group 
differences. 
 Domestic skills. A higher percentage of residential specialists from community 
 84 
 
residential facilities rated all grooming and hygiene, and mealtime behaviors higher than  
residential specialists from supported apartments but their differences were not statistically  
significant. Chi square analysis demonstrated that a significantly higher percentage of residential 
specialists from supported apartments identified the category of household management as 
critical, (χ2 (1,N=239)=10.14, p<.001).  
 Significant overall group differences were not evident for domestic skills, but significant 
differences were found for five specific skills. Residential specialists in community residential 
facilities (i.e., group home and ICFs/DD) rated loading/unloading dishwasher (χ2 
(1,N=243)=3.82, p=.05) and using a napkin (χ2 (1,N=239)=4.09, p<.05) as critical skills for 
individuals at their residence significantly more frequently than residential specialists from 
supported apartments. On the other hand, residential specialists in supported apartments rated all 
household management skills (i.e., pay bills, χ2 (1,N=245)=10.26, p<.001; manage budget, χ2 
(1,N=246)=5.97, p<.005; make home repairs/call repairman, χ2 (1,N=243)=16.04 p<.001) as 
critical skills for individuals at their residence significantly more frequently than residential 
specialists from supported apartments (see Table 16).  
Table 16 
Chi-squire Analysis for Critical Domestic Skills Based on Type of Residential Settings 
 
 
Community residential 
facilities 
 Supported apartments   
 
Critical 
n (%) 
Not critical 
n (%) 
 
 
Critical 
n (%) 
Not critical 
n (%) 
χ2 P 
Grooming and Hygiene       
1. Toilet 129 (68.6) 59 (31.4) 9(61.9) 24(38.1) 0.96 .33 
2. Wash/dry face 101(53.7) 87(46.3) 27(42.9) 36(57.1) 2.23 .14 
3. Wash/dry hands 105(55.9) 83(44.1) 29(46.0) 34(54.0) 1.83 .18 
4. Brush teeth 116(61.7) 72(38.3) 33(52.4) 30(47.6) 1.70 .19 
5. Bath/shower 119(63.3) 69(36.7) 36(57.1) 27(42.9) 0.76 .38 
6. Comb/brush hair 97(51.6) 91(48.4) 26(41.9) 36(58.1) 1.74 .19 
7. Wipe nose 95(50.8) 92(49.2) 26(41.3) 37(58.7) 1.72 .19 
     (continued) 
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Table 16 (Continued) 
 
 
Community residential 
facilities 
 Supported apartments   
 
Critical 
n (%) 
Not critical 
n (%) 
 
 
Critical 
n (%) 
Not critical 
n (%) 
χ2 P 
8. Shave 90(49.2) 93(50.8) 29(46.8) 33(53.2) 0.11 .74 
9. Menstrual care 56(37.8) 92(62.2) 15(31.3) 33(68.8) 0.68 .41 
Total average 101(55.2) 82(44.8) 32(48.5) 34(51.5) 0.88 .35 
Mealtime Behaviors       
1. Drink properly 111(60.0) 74(40.0) 30(47.6) 33(52.4) 2.94 .09 
2. Eat properly 119(64.3) 66(35.7) 32(50.8) 31(49.2) 3.61 .06 
3. Use utensils  102(55.1) 83(44.9) 28(44.4) 35(55.6) 2.15 .14 
4. Use napkin 88(47.6) 97(52.4) 20(32.8) 41(67.2) 4.07 .04 
Total average 85(51.5) 80(48.5) 28(44.4) 35(55.6) 0.91 .34 
Meal Preparation       
1. Plan menu 65(34.8) 122(65.2) 27(42.9) 36(57.1) 1.33 .25 
2. Prepare snacks/meals 78(41.7) 109(58.3) 30(47.6) 33(52.4) 0.67 .41 
3. Use cooking appliances 71(38.0) 116(62.0) 30(47.6) 33(52.4) 1.82 .18 
4. Set table   72(38.5) 115(61.5) 16(25.8) 46(74.2) 3.29 .07 
5. Serve food 59(31.6) 128(68.4) 18(29.0) 44(71.0) 0.14 .71 
Total average 69(36.9) 118(63.1) 24(38.7) 38(61.3) 0.65 .80 
Meal Clean-up       
1. Clear dishes 76(40.9) 110(59.1) 22(34.9) 41(65.1) 0.70 .40 
2. Hand wash/dry dishes 59(32.1) 125(67.9) 24(38.1) 39(61.9) 0.77 .38 
3. Load/unload dishwasher 61(33.3) 122(66.7) 12(20.0) 48(80.0) 3.82 .05 
4. Store leftovers 50(26.9) 136(73.1) 21(33.3) 42(66.7) 0.96 .33 
Total average 62(33.5) 123(66.5) 20(31.7) 43(68.3) 0.07 .80 
Clothing Care/Use       
1. Operate washing machine 77(41.6) 108(58.4) 29(46.0) 34(54.0) 0.37 .54 
2. Operate dryer 74(39.8) 112(60.2) 29(46.0) 34(54.0) 0.76 .38 
3. Hang clothes in closet 68(36.6) 118(63.4) 20(31.7) 43(68.3) 0.48 .49 
4. Put clothes in drawer 68(36.6) 118(63.4) 20(31.7) 43(68.3) 0.48 .49 
5. Dress/undress 97(52.2) 89(47.8) 32(50.8) 31(49.2) 0.04 .85 
Total average 77(41.4) 109(58.6) 26(41.3) 37 (58.7) 0.00 .99 
Housekeeping       
1. Take out trash 74(40.2) 110(59.8) 26(41.3) 37(58.7) 2.99 .08 
2. Vacuum 63(33.9) 123(66.1) 29(46.0) 34(54.0) 2.99 .08 
3. Dust 61(32.8) 125(67.2) 24(38.1) 39(61.9) 0.56 .44 
4. Sweep/mop 63(34.1) 122(65.9) 26(41.3) 37(58.7) 1.06 .30 
5. Make bed 77(41.4) 109(58.6) 19(30.6) 43(69.4) 2.27 .13 
6. Yard care 42(23.2) 139(76.8) 9(17.3) 43(82.7) 0.82 .37 
Total average 63(34.2) 121(65.8) 22(36.1) 39(63.9) 0.67 .79 
     (continued) 
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Table 16 (Continued) 
 
 
Community residential 
facilities 
 Supported apartments   
 
Critical 
n (%) 
Not critical 
n (%) 
 
 
Critical 
n (%) 
Not critical 
n (%) 
χ2 P 
Household Management       
1. Pay bills 52(28.6) 130(71.4) 32(50.8) 31(49.2) 10.26 .00 
2. Manage budget 56(30.6) 127(69.4) 30(47.6) 33(52.4) 5.97 .02 
3. Make home repairs/call 
repairman 
34(18.9) 146(81.1) 28(44.4) 35(55.6) 16.04 .00 
Total average 47(26.0) 134(74.0) 30(47.6) 33(52.4) 10.14 .00 
Grand Total Average 72(39.6) 110(60.4) 27(41.5) 38(58.6) 0.78 .78 
 
 Safety skills. According to the descriptive statistics, a higher percentage of residential 
specialists from supported apartments (as compared to community residential facilities) 
identified all safety skills except two (i.e., inform others when sick/injured and distinguish 
edible/non edible) as critical (see Table 17). Despite these differences, statistical significance 
was only identified for one skill, use first aid procedures. Residential specialists from supported 
apartments rated using first-aid procedures as a critical skill for individuals at their residence 
significantly more frequently than residential specialists from community residential facilities, χ2 
(1,N=249)=4.57, p<.05). 
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Table 17 
Chi-squire Analysis for Critical Safety Skills Based on Type of Residential Settings  
 Community residential 
facilities 
 
 
Supported apartment   
Safety Skills Critical Not critical  Critical Not critical χ2 p 
 n (%) n (%)  n (%) n (%)   
1. Use prescription/non prescription 
drugs 
106(57.0) 80(43.0) 39(61.9) 24(38.1) 0.47 .49 
2. Practice home security (e.g., Use 
lock and key) 
70(37.6) 116(62.4) 32(50.8) 31(49.2) 3.37 .07 
3. Respond to household 
emergencies 
88(47.6) 97(52.4) 34(54.0) 29(46.0) 0.77 .38 
4. Demonstrate knowledge of escape 
routes 
102(54.8) 84(45.2) 32(50.8) 31(49.2) 0.31 .58 
5. Use first-aid procedures 58(31.2) 128(68.8) 29(46.0) 34(54.0 ) 4.57 .03 
6. Inform others when sick/injured 96(51.6) 90(48.4) 30(47.6) 33(52.4) 0.30 .58 
7. Use telephone for emergency 72(38.7) 114(61.3) 31(49.2) 32(50.8) 2.14 .14 
8. Seek help when lost 70(37.8) 115(62.2) 32(50.8) 31(49.2) 3.26 .07 
9. Distinguish edible/non edible 81(43.8) 104(56.2) 26(41.3) 37(58.7) 0.12 .73 
10. Cross streets 73(39.5) 112(60.5) 33(52.4) 30(47.6) 3.21 .07 
11. Use public transportation 53(29.1) 129(70.9) 17(29.3) 41(70.7) 0.00 .99 
Total average 79(42.7) 106(57.3) 30(48.4) 32(51.6 0.61 .44 
 
Community activities. The descriptive statistics demonstrated that a higher percentage of 
residential specialists from supported apartments (as compared to community residential 
facilities) identified all community activities as critical. There were no significant overall 
differences found in residential specialists‟ perceptions of critical community activities based on 
type of residential settings (see Table 18) but significant differences were found in some 
individual community activities. Compared to residential specialists in supported apartments, 
residential specialists from community residential facilities rated sit down restaurants, χ2 
(1,N=248)=p <.001, fast food restaurants, χ2 (1,N=248)=p<.005; and volunteer work, χ2 
(1,N=246)=p<.05) as critical activities for individuals at their residence significantly more 
frequently. On the other hand, residential specialists from supported apartments rated grocery 
stores, χ2 (1,N=248)=p <.05, drug stores, χ2 (1,N=248)=p <.01, laundromat /dry cleaners, χ2 
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(1,N=246)=p <.01, and bank, χ2 (1,N=247)=p <.05 as critical skills for individuals at their 
residence significantly more frequently than those from community residential facilities. 
Table 18 
Chi-squire Analysis for Critical Community Activities Based on Type of Residential Settings 
 
 Community Residential 
Facilities 
 Supported apartments   
 Critical Not critical  Critical Not critical χ2 p 
 n (%) n (%)  n (%) n (%)   
Restaurants       
1. Sit down restaurant 92(49.2) 95(50.8) 15(24.6) 46(75.4) 11.35 .00 
2. Fast food restaurant 92(49.2) 95(50.8) 16(26.2) 45(73.8) 9.87 .00 
Total average 92(49.2) 95(50.8) 15(24.6) 46(75.4) 11.35 .00 
Stores       
1. Convenience stores 68(36.4) 119(63.6) 20(32.8) 41(67.2) 0.26 .61 
2. Grocery stores 83(44.4) 104(55.6) 36(59.0) 25(41.0) 3.95 .04 
3. Department stores 73(39.0) 114(61.0) 18(29.5) 43(70.5) 1.80 .18 
4. Drug stores 46(24.6) 141(75.4) 26(42.6) 35(57.4) 7.25 .01 
Total average 68(36.4) 119(63.6) 25(41.0) 36(59.0) 0.42 .51 
Services       
1. Laundromat /Dry 
cleaners 
20(10.8) 165(89.2) 15(24.6) 46(75.4) 7.14 .01 
2. Post office 30(16.1) 156(83.9) 14(23.3) 46(76.7) 1.60 .21 
3. Bank 64(34.2) 123(65.8) 29(48.3) 31(51.7) 3.85 .05 
4. Barber/beauty shop 78(41.7) 109(58.3) 18(29.5) 43(70.5) 2.89 .09 
5. Medical services 
 (e.g. Doctor/Dentist)) 
105(56.1) 82(43.9) 31(50.8) 30(49.2) 0.53 .47 
      
6. Social service agencies 46(24.7) 140(75.3) 21(34.4) 40(65.6) 2.18 .14 
Total average 57(30.6) 129(69.4) 21(35.0) 39(65.0) 0.40 .53 
1. Church/synagogue/ 
house of worship 
59(31.7) 127(68.3) 12(20.0) 48(80.0) 3.04 .08 
2. Volunteer work 29(15.6) 157(84.4) 3(5.0) 57(95.0) 4.50 .03 
Total average 44(23.7) 142(76.3) 7(11.7) 53(88.3) 3.97 .04 
Grand Total Average 65(34.9) 121(65.1) 16(27.6) 42(72.4) 1.08 .30 
 
 Critical domestic skills, safety skills, and community activities based on distance 
 of the residence to the nearest store/restaurant 
  
 Descriptive statistics (i.e., frequencies and percentages) were employed to provide an 
overview of differences in residential specialists‟ perceptions of critical domestic skills, safety 
skills, and community activities by distance of their residence from the nearest store or restaurant 
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(i.e., less than a half mile, a half mile and over). A Pearson's chi-square (χ2) test was used to 
compare significant differences.   
 Domestic skills. The descriptive statistics show that the percentage of domestic skills 
rated as critical was higher for all skills when the residence was less than a half mile from the 
nearest store or restaurant (as compared to a half mile or more from a store/restaurant).  
Significant group differences also existed between these two groups, χ2 (1,N=266)=4.65, p<.05.  
 Residential specialists from residences located less than a half mile from the nearest 
store/restaurant rated 23 of the 37 skills as critical skills for individuals at their residence 
significantly more frequently than residential specialists from residences located a half mile or 
more (see Table 19). Interestingly, residential specialists from residences that are less than a half 
mile from the nearest store/restaurant rated all domestic skills in the categories of meal 
preparation, housekeeping, and household management as critical skills for individuals at their 
residence significantly more frequently than residential specialists from residences located a half 
mile or more from stores/restaurants. 
Table 19 
Chi-squire Analysis for Critical Domestic Skills by Distance of the Nearest Store/Restaurant 
Domestic skills 
Distance of the nearest store/restaurant   
< 1/2miles  ½  miles ≤   
Critical Not critical  Critical Not critical χ2 p 
 n(%) n(%)  n(%) n(%)   
Grooming and Hygiene       
1. Toilet 89(70.1) 38(29.9) 89(61.4) 56(38.6) 2.27 .13 
2. Wash/dry face 68(53.5) 59(46.5) 68(46.9) 77(53.1) 1.20 .27 
3. Wash/dry hands 73(57.5) 54(42.5) 70(48.3) 75(51.7 2.30 .13 
4. Brush teeth 81(63.8) 46(36.2) 78(53.8) 67(46.2) 2.78 .10 
5. Bath/shower 86(67.7) 41(32.3) 79(54.5) 66(45.5) 4.97 .03 
6. Comb/brush hair 72(56.7) 55(43.3) 59(41.0) 85(59.0) 6.68 .01 
7. Wipe nose 66(52.4) 60(47.6) 62(42.8) 83(57.2) 2.51 .11 
8. Shave 64(51.6) 60(48.4) 60(42.6) 81(57.4) 2.18 .14 
     (continued) 
 90 
 
Table 19(Continued) 
Domestic skills 
Distance of the nearest store/restaurant   
< 1/2miles  ½  miles ≤   
Critical Not critical  Critical Not critical χ2 p 
 n(%) n(%)  n(%) n(%)   
9. Menstrual care 37(38.9) 58(61.1) 37(31.6) 80(68.4) 1.24 .27 
Total average 71(57.7) 52(42.3) 67(47.5) 74(52.5) 2.74 .10 
Mealtime Behaviors       
1. Drink properly 75(60.5) 49(39.5) 75(51.7) 70(48.3) 2.08 .15 
2. Eat properly 82(66.1) 42(33.9) 80(55.2) 65(44.8) 3.35 .07 
3. Use utensils  69(55.6) 55(44.4) 70(48.3) 75(51.7) 1.45 .23 
4. Use napkin 56(45.5) 67(54.5) 56(38.9) 88(61.1) 1.20 .27 
Total average 71(57.3) 53(42.7) 70(48.3) 75(51.7) 2.16 .14 
Meal Preparation       
1. Plan menu 55(43.7) 71(56.3) 42(29.2) 102(70.8) 6.12 .01 
2. Prepare snacks/meals 63(50.0) 63(50.0) 50(34.7) 94(65.3) 6.45 .01 
3. Use cooking appliances 58(46.0) 68(54.0) 48(33.3) 96(66.7) 4.54 .03 
4. Set table   51(40.5) 75(59.5) 41(28.7) 102(71.3) 4.15 .04 
5. Serve food 46(36.5) 80(63.5) 35(24.5) 108(75.5) 4.61 .03 
Total average 55(43.7) 71(56.3) 43(30.1) 100(69.9) 5.33 .02 
Meal Clean-up       
1. Clear dishes 54(42.9) 72(57.1) 50(35.0) 93(65.0) 1.76 .19 
2. Hand wash/dry dishes 50(40.3) 74(59.7) 38(26.6) 105(73.4) 5.68 .02 
3. Load/unload dishwasher 41(33.3) 82(66.7) 37(26.6) 102(73.4) 1.41 .24 
4. Store leftovers 45(35.7) 81(64.3) 32(22.4) 111(77.6) 5.83 .02 
Total average 
48(38.4) 77(61.6) 39(27.5) 
103(72.5) 
3.62 .06 
Clothing Care/Use       
1. Operate washing machine 59(46.8) 67(53.2) 51(35.9) 91(64.1) 3.28 .07 
2. Operate dryer 58(46.0) 68(54.0) 49(34.3) 94(65.7) 3.87 .05 
3. Hang clothes in closet 54(42.9) 72(57.1) 40(28.0) 103(72.0) 6.53 .01 
4. Put clothes in drawer 53(42.1) 73(57.9) 41(28.7) 102(71.3) 5.28 .02 
5. Dress/undress 78(61.9) 48(38.1) 59(41.3) 84(58.7) 11.42 .00 
6. Select appropriate clothing 67(53.2) 59(46.8) 53(37.1) 90(62.9) 7.04 .01 
Total average 62(48.8) 65(51.2) 49(34.3) 94(65.7) 5.89 .02 
Housekeeping       
1. Take out trash 58(46.4) 67(53.6) 48(33.8) 94(66.2) 4.41 .04 
2. Vacuum 57(45.2) 69(54.8) 40(28.0) 103(72.0) 8.66 .00 
3. Dust 54(42.9) 72(57.1) 37(25.9) 106(74.1) 8.63 .00 
4. Sweep/mop 57(45.6) 68(54.4) 37(25.9) 106(74.1) 11.40 .00 
5. Make bed 57(45.6) 68(54.4) 45(31.5) 98(68.5) 5.65 .02 
6. Yard care 31(27.7) 81(72.3) 23(16.4) 117(83.6) 4.68 .03 
Total average 52(42.3) 71(57.7) 38(26.8) 104(73.2) 7.08 .01 
     (continued) 
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Table 19(Continued) 
Domestic skills 
Distance of the nearest store/restaurant   
< 1/2miles  ½  miles ≤   
Critical Not critical  Critical Not critical χ2 p 
 n(%) n(%)  n(%) n(%)   
Household Management       
1. Pay bills 53(42.4) 72(57.6) 37(26.4) 103(73.6) 7.51 .01 
2. Manage budget 56(44.4) 70(55.6) 35(25.0) 105(75.0) 11.14 .00 
3. Make home repairs/call 
repairman 
40(32.5) 83(67.5) 27(19.3) 113(80.7) 6.04 .01 
Total average 50(40.0) 75(60.0) 33(23.6) 107(76.4) 8.29 .004 
Grand Total Average 58(46.8) 66(53.2) 48(33.8) 94(66.2) 4.65 .031 
 
Safety skills. Overall, residential specialists rated every safety skill higher when the 
residence they worked at was less than a half mile from the nearest store/restaurant. Significant 
group differences existed in overall safety skills, χ2 (1,N=268)= 4.33, p<.05. In particular, 
residential specialists from residences located less than a half mile from the nearest 
store/restaurant rated five skills (i.e., use prescription/non prescription drugs, χ2 (1,N=269)=7.20, 
p<.01; inform others when sick/injured, χ2 (1,N=269)=8.27, p<.01; seek help when lost, χ2 
(1,N=648)=7.04, p<.01; distinguish edible/non edible, χ2 (1,N=268)=4.23,p<.05; and cross 
streets, χ2 (1,N=268)=5.31, p<.05) as critical skills for individuals at their residence significantly 
more frequently than residential specialists from residences located a half mile or more.  
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Table 20 
Chi-squire Analysis for Critical Safety Skills by Distance of the Nearest Store/Restaurant 
 Distance of the nearest store/restaurant  
< 1/2miles  ½  miles ≤  
Safety skills Critical Not critical  Critical Not critical χ2 P 
 n(%) n(%)  n(%) n(%)   
1. Use prescription/non 
prescription drugs 
83(65.9) 43(34.1) 71(49.7) 72(50.3) 7.20 .007 
2. Practice home security (e.g., 
Use lock and key) 
57(45.2) 69(54.8) 50(35.0) 93(65.0) 2.95 .086 
3. Respond to household 
emergencies 
69(55.2) 56(44.8) 62(43.4) 81(56.6) 3.74 .053 
4. Demonstrate knowledge of 
escape routes 
74(58.7) 52(41.3) 70(49.0) 73(51.0) 2.58 .109 
5. Use first-aid procedures 49(38.9) 77(61.1) 43(30.1) 100(69.9) 2.32 .128 
6. Inform others when 
sick/injured 
75(59.5) 51(40.5) 60(42.0) 83(58.0) 8.27 .004 
7. Use telephone for emergency 57(45.2) 69(54.8) 53(37.1) 90(62.9) 1.85 .174 
8. Seek help when lost 61(48.8) 64(51.2) 47(32.9) 96(67.1) 7.04 .008 
9. Distinguish edible/non edible 61(48.8) 64(51.2) 52(36.4) 91(63.6) 4.23 .040 
10. Cross streets 62(49.6) 63(50.4) 51(35.7) 92(64.3) 5.31 .021 
11. Use public transportation 42(35.6) 76(64.4) 35(24.8) 106(75.2) 3.57 .059 
Total average 63(50.4) 62(49.6) 54(37.8) 89(62.2) 4.33 .037 
  
Community activities. Residential specialists who worked at residences located less than 
a half mile from the nearest store/restaurant rated all community activities as critical activities for 
individuals at their residence significantly more frequently than residential specialists from a half 
mile or more. Across all categories, significant group differences existed in residential 
specialists’ perceptions of the critical community activities by the distance of the nearest 
store/restaurant to the residence. In particular, residential specialists from residences located less 
than a half mile from a store/restaurant rated eight skills (i.e., sit down restaurant, χ2 
(1,N=268)=4.55, p<.05; grocery store, χ2 (1,N=268)=4.62, p<.05; drug stores, χ2 (1,N=268)=5.04, 
p<.05; post office, χ2 (1,N=266)=3.85, p<.01; bank, χ2 (1,N=267)=8.75, p<.01; medical services,  
χ2 (1,N=268)=4.15, p<.05; social service agencies, χ2 (1,N=267)=7.67, p<.01; church/synagogue/ 
house of worship, χ2 (1,N=266)=3.93, p<.05) as critical activities for individuals at their 
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residence to perform or learn to perform significantly more frequently than residential specialists 
from residences located a half mile or more from the nearest store or restaurant. 
Table 21 
Chi-squire Analysis for Critical Community Activities by Distance of the Nearest Store/ 
Restaurant  
 
 Distance of the nearest store/restaurant   
 < 1/2miles  ½  miles ≤   
Community activities Critical Not critical  Critical Not critical χ2 P 
 n(%) n(%)  n(%) n(%)   
Restaurants       
1. Sit down restaurant 62(49.2) 64(50.8) 52(36.6) 90(63.4) 4.33 .038 
2. Fast food restaurant 57(45.2) 69(54.8) 57(40.1) 85(59.9) 0.71 .400 
Total average 60(47.2) 67(52.8) 55(38.5) 88(61.5) 2.12 .145 
Stores       
1. Convenience stores 46(36.5) 80(63.5) 47(33.1) 95(66.9) 0.34 .558 
2. Grocery stores 68(54.0) 58(46.0) 58(40.8) 84(59.2) 4.62 .032 
3. Department stores 50(39.7) 76(60.3) 46(32.4) 96(67.6) 1.54 .214 
4. Drug stores 44(34.9) 82(65.1) 32(22.5) 110(77.5) 5.04 .025 
Total average 52(41.3) 74(58.7) 46(32.4) 96(67.6) 2.27 .132 
Services       
1. Laundromat /Dry 
cleaners 
21(16.8) 104(83.2) 15(10.6) 126(89.4) 2.15 .143 
2. Post office 28(22.6) 96(77.4) 19(13.4) 123(86.6) 3.85 .050 
3. Bank 58(46.4) 67(53.6) 41(28.9) 101(71.1) 8.75 .003 
4. Barber/beauty shop 53(42.1) 73(57.9) 48(33.8) 94(66.2) 1.94 .164 
5. Medical services (e.g. 
Doctor/Dentist) 
76(60.3) 50(39.7) 68(47.9) 74(52.1) 4.15 .042 
 6. Social service agencies 44(34.9) 82(65.1) 28(19.9) 113(80.1) 7.67 .006 
Total average 47(37.3) 79(62.7) 37(26.1) 105(73.9) 3.92 .048 
Other          
1. Church/synagogue/ 
house of worship 
43(34.4) 82(65.6) 33(23.4) 108(76.6) 3.93 .048 
2. Volunteer work 20(16.0) 105(84.0) 14(9.9) 127(90.1) 2.19 .139 
Total average 32(25.4) 94(74.6) 24(16.9) 118(83.1) 2.92 .088 
Grand Total Average 48(38.1) 78(61.9) 30(22.7) 102(77.3) 7.22 .007 
 
 Critical domestic skills, safety skills, and community activities based on hours of in-
 home support 
 
Descriptive statistics (i.e., frequencies and percentages) were employed to provide an 
overview of differences in residential specialists‟ perceptions of critical domestic skills, safety 
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skills, and community activities by hours of in-home support (i.e., less than 20 hours per week, 
20 hours or more but less than 24 hours per day, and 24 hours per day). Pearson's chi-square (χ2) 
was used to compare significant group differences.  
 Domestic skills. The descriptive statistics did not show specific trends in residential 
specialists‟ perceptions of critical domestic skills by hours of in-home support (see Table 22). A 
chi-square test indicated that no significant group differences were found except with two skills 
(i.e., hand wash/dry dishes, p<.05; make home repairs/call repairman, p=.05). Another chi-square 
test was performed to examine where the differences were located. The results showed that 
residential specialists who provided less than 20 hours per week of in-home support considered 
hand wash/dry dishes a critical skill for individuals at their residence significantly more 
frequently than residential specialists who provided in-home services either 20 hours or more but 
less than 24 hours per day, χ2 (1, N=70) =5.57, p<.05 or 24 hours per day, χ2 (1, N=218) =7.05, 
p<.05. There were no significant differences in residential specialists who provided 20 hours or 
more but less than 24 hours per day of in-home support and those who provided 24 hours per day 
of in-home support. In addition, residential specialists aiwho provided less than 20 hours per 
week of in-home support considered make home repairs/call reprman a critical skill for 
individuals at their residence significantly more frequently than residential specialists who 
provided 24 hours per day of in-home support, χ2 (1, N=214)=5.48, p<.05.   
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Table 22 
Chi-squire Analysis for Critical Domestic Skills by Hours of In-home Support  
 Hours of in-home support   
 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per day 
 24 hours per day 
(24/7) 
 
 
 
Domestic skills 
Critical Not 
critical 
Critical Not 
critical 
Critical Not 
critical 
χ2 p 
 n(%) n(%) n(%) n(%) n(%) n(%)   
Grooming and Hygiene         
1. Toilet 15(65.2) 8(34.8) 31(64.6) 17(35.4) 130(65.3) 6(34.7) .01 .10 
2. Wash/dry face 11(47.8) 12(52.2) 26(54.2) 22(45.8) 97(48.7) 102(51.3) .49 .79 
3. Wash/dry hands 11(47.8) 12(52.2) 27(56.3) 21(43.8) 103(51.8) 96(48.2) .51 .78 
4. Brush teeth 11(47.8) 12(52.2) 29(60.4) 19(39.6) 117(58.8) 82(41.2) 1.14 .57 
5. Bath/shower 12(52.2) 11(47.8) 31(64.6) 17(35.4) 120(60.3) 79(39.7) 1.00 .61 
6. Comb/brush hair 10(43.5) 13(56.5) 24(50.0) 24(50.0) 95(48.0) 103(52.0) .27 .88 
7. Wipe nose 11(47.8) 12(52.2) 24(50.0) 24(50.0) 91(46.0) 107(54.0) .26 .88 
8. Shave 9(40.9) 13(59.1) 22(46.8) 25(53.2) 92(47.2) 103(52.8) .31 .86 
9. Menstrual care 7(38.9) 11(61.1) 11(29.7) 26(70.3) 54(34.8) 101(65.2) .53 .77 
Total average 11(47.8) 12(52.2) 25(54.3) 21(45.7) 100(53.5) 87(46.5) .30 .86 
Mealtime Behaviors         
1. Drink properly 11(47.8) 12(52.2) 29(60.4) 19(39.6) 108(55.1) 88(44.9) 1.03 .60 
2. Eat properly 11(47.8) 12(52.2) 31(64.6) 17(35.4) 118(60.2) 78(39.8) 1.84 .40 
3. Use utensils  10(43.5) 13(56.5) 27(56.3) 21(43.8) 100(51.0) 96(49.0) 1.04 .59 
4. Use napkin 9(39.1) 14(60.9) 19(41.3) 27(58.7) 82(41.8) 114(58.2) .06 .10 
Total average 10(43.5) 13(56.5) 27(56.3) 21(43.8) 102(52) 94(48.0) 1.0 .60 
Meal Preparation         
1. Plan menu 9(39.1) 14(60.9) 17(35.4) 31(64.6) 69(35.0) 128(65.0) .15 .93 
2. Prepare snacks/meals 12(52.2) 11(47.8) 22(45.8) 26(54.2) 78(39.6) 119(60.4) 1.73 .42 
3. Use cooking appliances 10(43.5) 13(56.5) 19(39.6) 29(60.4) 76(38.6) 121(61.4) .21 .90 
4. Set table   5(21.7) 18(78.3) 16(34.0) 31(66.0) 70(35.5) 127(64.5) 1.74 .42 
5. Serve food 5(21.7) 18(78.3) 16(34.0) 31(66.0) 59(29.9) 138(70.1) 1.11 .57 
Total average 8(34.8) 15(65.2) 18(37.5) 30(62.5) 70(35.5) 127(64.5) 0.08 .96 
Meal Clean-up         
1. Clear dishes 8(34.8) 15(65.2) 15(31.3) 33(68.8) 80(40.8) 116(59.2) 1.64 .44 
2. Hand wash/dry dishes 13(56.5) 10(43.5) 12(25.5) 35(74.5) 62(31.8) 133(68.2) 7.08 .03 
3. Load/unload dishwasher 4(20.0) 16(80.0) 10(21.3) 37(78.7) 63(32.6) 130(67.4) 3.30 .19 
4. Store leftovers 10(43.5) 13(56.5) 13(27.1) 35(72.9) 53(27.0) 143(73.0) 2.79 .25 
Total average 9(45.0) 11(55.0) 12(25.5) 35(74.5) 65(33.2) 131(66.8) 2.49 .29 
Clothing Care/Use         
1. Operate washing 
machine 
11(47.8) 12(52.2) 22(45.8) 26(54.2) 75(38.5) 120(61.5) 1.41 .49 
2. Operate dryer 11(47.8) 12(52.2) 20(41.7) 28(58.3) 74(37.8) 122(62.2) 1.01 .60 
3. Hang clothes in closet 6(26.1) 17(73.9) 16(33.3) 32(66.7) 70(35.7) 126(64.3) .88 .65 
       (continued) 
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Table 22(Continued) 
 Hours of in-home support   
 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per day 
 24 hours per day 
(24/7) 
 
 
 
Domestic skills 
Critical Not 
critical 
Critical Not 
critical 
Critical Not 
critical 
χ2 p 
 n(%) n(%) n(%) n(%) n(%) n(%)   
4. Put clothes in drawer 6(26.1) 17(73.9) 16(33.3) 32(66.7) 70(35.7) 126(64.3) .88 .65 
5. Dress/undress 10(43.5) 13(56.5) 23(47.9) 25(52.1) 102(52.0) 94(48.0) .77 .68 
6. Select appropriate 
clothing 
9(39.1) 14(60.9) 20(41.7) 28(58.3) 89(45.4) 107(54.6) .48 .79 
Total average 9(45.0) 11(55.0) 16(35.6) 29(64.4) 80(40.8) 116(59.2) .63 .73 
Housekeeping         
1. Take out trash 11(47.8) 12(52.2) 18(38.3) 29(61.7) 75(38.5) 120(61.5) .78 .68 
2. Vacuum 9(39.1) 14(60.9) 19(39.6) 29(60.4) 67(34.2) 129(65.8) .63 .73 
3. Dust 8(34.8) 15(65.2) 17(35.4) 31(64.6) 64(32.7) 132(67.3) .16 .93 
4. Sweep/mop 9(39.1) 14(60.9) 18(37.5) 30(62.5) 65(33.3) 130(66.7) .53 .77 
5. Make bed 5(22.7) 17(77.3) 17(35.4) 31(64.6) 78(39.8) 118(60.2) 2.58 .28 
6. Yard care 0(0) 17(100.0) 8(19.5) 33(80.5) 44(22.9) 148(77.1) 5.03 .08 
Total average 7(31.8) 15(68.2) 16(34.0) 31(66.0) 66(49.3) 68(50.7) 4.72 .09 
Household Management         
1. Pay bills 10(43.5) 13(56.5) 19(39.6) 29(60.4) 59(30.7) 133(69.3) 2.49 .29 
2. Manage budget 10(43.5) 13(56.5) 17(35.4) 31(64.6) 62(32.1) 131(67.9) 1.26 .53 
3. Make home repairs/call 
repairman 
10(43.5) 13(56.5) 14(29.8) 33(70.2) 41(21.5) 150(78.5) 6.05 .05 
Total average 10(43.5) 13(56.5) 17(35.4) 31(64.6) 54(28.1) 138(71.9) 2.86 .24 
Grand Total Average 9(40.9) 13(59.1) 19(40.4) 28(59.6) 77(41.4) 109(58.6) 0.02 .99 
 
 Safety skills. Residential specialists who provided less than 24 hours per day of in-home 
support (i.e., less than 20 hours per week and 20 hours or more but less than 24 hours per day) 
tended to consider most safety skills as critical skills for individuals at their residence more 
frequently than those who provided 24 hours per day of in-home support. However, no 
significant group differences were found.  
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Table 23 
Chi-squire Analysis for Critical Safety Skills by Hours of In-home Support  
 Hours of in-home support   
 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per day 
 24 hours per day 
(24/7) 
 
 
 
Safety skills 
Critical Not 
critical 
Critical Not 
critical 
Critical Not 
critical 
χ2 p 
 n(%) n(%) n(%) n(%) n(%) n(%)   
1. Use prescription/non 
prescription drugs 
14(60.9) 9(39.1) 31(64.6) 17(35.4) 108(55.1) 88(44.9) 1.55 .46 
2. Practice home security (e.g., 
Use lock and key) 
11(47.8) 12(52.2) 23(47.9) 25(52.1) 71(36.2) 125(63.8) 2.97 .23 
3. Respond to household 
emergencies 
13(56.5) 10(43.5) 27(56.3) 21(43.8) 89(45.6) 106(54.4) 2.39 .30 
4. Demonstrate knowledge of 
escape routes 
13(56.5) 10(43.5) 27(56.3) 21(43.8) 102(52.0) 94(48.0) .39 .82 
5. Use first-aid procedures 10(43.5) 13(56.5) 17(35.4) 31(64.6) 63(32.1) 133(67.9) 1.26 .53 
6. Inform others when 
sick/injured 
14(60.9) 9(39.1) 21(43.8) 27(56.3) 98(50.0) 98(50.0) 1.83 .40 
7. Use telephone for emergency 12(52.2) 11(47.8) 22(45.8) 26(54.2) 74(37.8) 122(62.2) 2.48 .28 
8. Seek help when lost 10(45.5) 12(54.5) 24(50.0) 24(50.0) 72(36.7) 124(63.3) 3.15 .21 
9. Distinguish edible/non edible 14(60.9) 9(39.1) 19(39.6) 29(60.4) 78(40.0) 117(60.0) 3.80 .15 
10. Cross streets 14(60.9) 9(39.1) 23(47.9) 25(52.1) 74(37.9) 121(62.1) 5.37 .07 
11. Use public transportation 10(43.5) 13(56.5) 13(27.7) 34(72.3) 52(27.8) 135(72.2) 2.50 .28 
Total average 12(10.3) 11(47.8) 22(46.8) 25(53.2) 80(38.8) 126(61.2) 2.26 .32 
 
 Community activities. The descriptive statistics did not show specific trends in residential 
specialists‟ perceptions of critical community activities by hours of in-home support. A chi-
square test found that no significant overall group differences existed except for three skills (i.e., 
sit down restaurant, p=. 01; fast food restaurant, p <.05; laundromat/dry cleaners, p <.05).  
Another chi-square test was performed to examine where the differences were located. The 
results showed that residential specialists who provided 24 hours per day of in-home support 
rated sit down restaurant as a critical activity for individuals at their residence significantly more 
frequently than residential specialists who provided 20 hours or more but less than 24 hours per 
day of in-home support, χ2 (1, N=244)=7.93, p=.005. Also, residential specialists who provided 
24 hours per day of in-home support rated fast food restaurant as a critical activity for individuals 
at their residence significantly more frequently than residential specialists who provided in-home 
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support 20 hours or more but less than 24 hours per day, χ2 (1, N=244)=5.90, p<.05.  On the 
other hand, residential specialists who provided less than 20 hours per week of in-home support 
considered laundromat/dry cleaners as a critical activity for individuals at their residence 
significantly more frequently than residential specialists who provided in-home support either 20 
hours or more but less than 24 hours per day, χ2 (1, N=69) =4.68, p<.05, or 24 hours per day, χ2 
(1, N=217) =7.20, p<.01. 
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Table 24 
Chi-squire Analysis for Critical Community Activities by Hours of In-home Support  
 Hours of in-home support   
 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per day 
 24 hours per day 
(24/7) 
 
 
 
Community activities 
Critical Not 
critical 
Critical Not 
critical 
Critical Not 
critical 
χ2 p 
 n(%) n(%) n(%) n(%) n(%) n(%)   
Restaurants         
1. Sit down restaurant 7(31.8) 15(68.2) 12(25.0) 36(75.0) 93(47.4) 103(52.6) 9.01 .01 
2. Fast food restaurant 8(36.4) 14(63.6) 13(27.1) 35(72.9) 91(46.4) 105(53.6) 6.24 .04 
Total average 7(33.3) 14(66.7) 12(25.5) 35(74.5) 92(46.9) 104(53.1) 7.84 .02 
Stores         
1. Convenience stores 7(31.8) 15(68.2) 12(25.0) 36(75.0) 72(36.7) 124(63.3) 2.42 .30 
2. Grocery stores 12(54.5) 10(45.5) 19(39.6) 29(60.4) 93(47.4) 103(52.6) 1.56 .46 
3. Department stores 9(40.9) 13(59.1) 11(22.9) 37(77.1) 74(37.8) 122(62.2) 4.04 .13 
4. Drug stores 8(36.4) 14(63.6) 15(31.3) 33(68.8) 51(26.0) 145(74.0) 1.40 .50 
Total average 9(45.0) 11(55.0) 14(29.2) 34(70.8) 73(37.1) 124(62.9) 1.76 .42 
Services         
 1. Laundromat /Dry 
cleaners 
7(31.8) 15(68.2) 5(10.6) 42(89.4) 22(11.3) 173(88.7) 7.69 .02 
2. Post office 6(28.6) 15(71.4) 7(14.9) 40(85.1) 32(16.3) 164(83.7) 2.2 .33 
3. Bank 12(57.1) 9(42.9) 16(33.3) 32(66.7) 69(35.2) 127(64.8) 4.2 .12 
4. Barber/beauty shop 8(36.4) 14(63.6) 12(25.0) 36(75.0) 79(40.3) 117(59.7) 3.87 .14 
5. Medical services (e.g. 
Doctor/Dentist) 
11(50.0) 11(50.0) 23(47.9) 25(52.1) 108(55.1) 88(44.9) .91 .63 
 6. Social service agencies 10(45.5) 12(54.5) 13(27.1) 35(72.9) 47(24.1) 148(75.9) 4.65 .10 
Total average 9(40.9) 13(59.1) 11(23.9) 35(76.1) 60(34.9) 112(65.1) 2.59 .27 
Other             
1. Church/synagogue/ 
house of worship 
5(23.8) 16(76.2) 8(16.7) 40(83.3) 62(31.8) 133(68.2) 4.57 .10 
2. Volunteer work 2(9.5) 19(90.5) 2(4.2) 46(95.8) 29(14.9) 166(85.1) 4.22 .12 
Total average 4(18.2) 18(81.8) 5(10.4) 43(89.6) 46(23.5) 150(76.5) 4.10 .13 
Grand Total Average 7(33.3) 14(66.7) 11(22.9) 37(77.1) 68(35.6) 123(64.4) 2.79 .25 
 
 Level of assistance needed with domestic and safety skills based on type of 
 residential Setting 
  
 The respondents were asked to rate their perceptions of the level of assistance needed by 
adults with the most severe disabilities who live successfully in the community using a 4-point 
Likert scale (1=needs assistance on all steps, 2=needs assistance on most steps, 3=needs 
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assistance on some steps, 4=no assistance needed). The participants were divided into two 
groups depending on whether they worked at community residential facilities (n=189) or 
supported apartments (n=63). Descriptive statistics (i.e., mean and standard deviation) were 
employed to provide an overview of differences in residential specialists‟ perceptions. An 
independent sample T-test was used to determine if type of residential setting had a significant 
influence on residential specialists’ perceptions of the level of assistance needed when 
completing domestic and safety skills.  
 Domestic skills. Table 25 describes the mean, standard deviation, and T-test results for 
level of assistance needed with domestic skills based on type of residential setting. The overall 
mean score and independent sample T-tests demonstrate that residential specialists who work at 
supported apartments (M =2.79, SD =0.83) rated the level of assistance needed with domestic 
skills significantly higher (a higher number meant that the individual needed less assistance) than 
those who work at community residential facilities (M =2.24, SD = 0.83, t (249) = -4.54, p<.00). 
In addition, the residential specialists who work at supported apartments rated all seven 
categories and all 37 domestic skills significantly higher than those who work at community 
residential facilities (see Table 25).  
Table 25 
Independent Sample T-test for Level of Assistance in Domestic Skills Based on Type of 
Residential Setting 
 
 Type of residential setting  
Domestic skills Community 
Residential Facilities 
 Supported 
apartments 
 T-test 
 M SD M SD  t df p 
Grooming and Hygiene        
    1. Toilet 2.73 1.18 3.32 1.08 -3.51 246 .001 
    2. Wash/dry face 2.70 1.14 3.31 0.92 -3.79 237 .000 
    3. Wash/dry hands 2.77 1.13 3.43 0.88 -4.10 239 .000 
      (continued) 
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Table 25 (Continued) 
 Type of residential setting  
Domestic skills Community 
Residential Facilities 
 Supported 
apartments 
 T-test 
 M SD M SD  t df p 
    4. Brush teeth 2.46 1.15 3.11 0.99 -3.97 243 .000 
    5. Bath/shower 2.40 1.18 2.95 1.17 -3.19 245 .002 
    6. Comb/brush hair 2.64 1.19 3.15 1.02 -2.98 236 .003 
    7. Wipe nose 2.71 1.20 3.34 0.98 -3.70 236 .000 
    8. Shave 2.12 1.16 2.71 1.29 -3.27 218 .001 
    9. Menstrual care 2.34 1.24 3.31 1.03 -4.02 135 .000 
    Total average 2.57 1.06 3.18 .92 -4.03 247 .000 
Mealtime Behaviors 
    1. Drink properly 3.14 1.07 3.53 0.88 -2.58 242 .011 
    2. Eat properly 2.94 1.02 3.33 0.92 -2.71 246 .007 
    3. Use utensils  2.96 1.05 3.52 0.90 -3.77 240 .000 
    4. Use napkin 2.87 1.06 3.35 0.90 -3.16 240 .002 
    Total average 2.97 0.99 3.44 383 -3.37 247 .001 
Meal Preparation            
    1. Plan menu 1.60 0.83 2.39 1.02 -6.04 232 .000 
    2. Prepare snacks/meals 1.78 0.90 2.51 1.05 -5.28 238 .000 
    3. Use cooking appliances 1.47 0.78 2.24 1.13 -5.95 237 .000 
    4. Set table   2.25 1.09 2.92 1.12 -4.04 233 .000 
    5. Serve food 2.02 1.05 2.67 1.19 -3.98 231 .000 
    Total average 1.84 0.80 2.55 0.95 -5.79 241 .000 
Meal Clean-up            
    1. Clear dishes 2.48 1.12 3.03 1.03 -3.34 233 .001 
    2. Hand wash/dry dishes 2.06 1.02 2.71 1.18 -4.18 235 .000 
    3. Load/unload dishwasher 2.13 1.05 2.53 1.22 -2.32 224 .021 
    4. Store leftovers 1.86 1.00 2.44 1.12 -3.84 232 .000 
    Total average 2.15 0.95 2.70 1.06 -3.89 241 .000 
Clothing Care/Use           
    1. Operate washing machine 1.92 0.96 2.59 1.16 -4.47 238 .000 
    2. Operate dryer 1.95 1.02 2.63 1.16 -4.33 237 .000 
    3. Hang clothes in closet 2.28 1.11 2.69 1.16 -2.46 233 .015 
    4. Put clothes in drawer 2.38 1.10 2.84 1.10 -2.83 235 .005 
    5. Dress/undress 2.70 1.15 3.16 1.11 -2.74 243 .007 
    6. Select appropriate clothing  2.44 1.04 2.92 1.11 -3.07 241 .002 
    Total average 2.28 0.95 2.82 1.00 -3.89 245 .000 
Housekeeping            
    1. Take out trash 2.39 1.17 2.92 1.18 -3.07 237 .002 
    2. Vacuum 2.19 1.13 2.78 1.17 -3.51 236 .001 
      (continued) 
 102 
 
Table 25 (Continued) 
 Type of residential setting  
Domestic skills Community 
Residential Facilities 
 Supported 
apartments 
 T-test 
 M SD M SD  t df p 
    3. Dust  2.28 1.09 2.70 1.13 -2.61 235 .010 
    4. Sweep/mop 2.18 1.08 2.65 1.14 -2.94 236 .004 
    5. Make bed 2.32 1.08 2.81 1.21 -2.97 237 .003 
    6. Yard care 1.74 1.01 2.08 1.16 -2.02 214 .045 
    Total average 2.19 0.99 2.69 1.08 -3.37 240 .001 
Household Management            
    1. Pay bills 1.20 0.63 1.59 0.87 -3.65 223 .000 
    2. Manage budget 1.25 0.65 1.56 0.84 -2.88 226 .004 
    3. Make home repairs/call repairman 1.14 0.61 1.60 0.83 -4.49 214 .000 
    Total average 1.21 0.57 1.58 0.79 -3.92 227 .000 
Grand Total Average 2.24 0.83 2.79 0.83 -4.54 249 .000 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
 Safety skills. In the area of safety skills, Table 26 describes the mean, standard deviation, 
and T-test results for level of assistance needed with safety skills based on type of residential 
setting. Residential specialists who work at supported apartments (M=1.89, SD=0.88) rated the 
overall level of assistance needed with safety skills significantly higher (a higher number meant 
that the individual needed less assistance) than those who work at community residential 
facilities (M=2.73, SD=0.95, t(245)=-6.35, p<.00). The residential specialists who work at 
supported apartments rated all 11 safety skills significantly higher than residential specialists 
who work at community residential facilities (see Table 26). The results suggest that residential 
specialists believe individuals with severe disabilities who live successfully in supported 
apartments require less assistance with performing domestic and safety skills than individuals 
who live in community residential facilities. 
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Table 26 
Independent Sample T-test for Level of Assistance in Safety Skills Based on Type of Residential 
Setting 
 
 Type of residential setting    
 
Safety Skills 
Community 
Residential Facilities 
 
 
Supported 
apartment  T-test 
 M SD M SD  t df p 
1. Use prescription/non prescription drugs  1.47 0.79 2.23 1.03 -5.97 242 .000 
2. Practice home security  
(e.g., Use lock and key) 
1.68 1.04 2.65 1.23 -5.94 233 .000 
3. Respond to household emergencies 1.80 1.04 2.39 1.12 -3.76 239 .000 
4. Demonstrate knowledge of escape 
routes 
2.13 1.18 2.82 1.20 -3.96 
240 .000 
5. Use first-aid procedures 1.55 0.90 2.38 1.05 -6.01 235 .000 
6. Inform others when sick/injured 2.34 1.19 3.16 1.07 -4.84 243 .000 
7. Use telephone for emergency 1.92 1.11 2.87 1.26 -5.64 236 .000 
8. Seek help when lost 1.95 1.18 2.90 1.24 -5.37 232 .000 
9. Distinguish edible/non edible 2.62 1.36 3.37 1.09 -3.94 236 .000 
10. Cross streets 1.87 1.10 2.81 1.20 -5.64 236 .000 
11. Use public transportation 1.50 0.96 2.41 1.28 -5.60 218 .000 
Total average 1.89 0.88 2.73 0.95 -6.36 245 .000 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
 Level of assistance needed with domestic and safety skills based on distance from 
 the nearest store or restaurant 
  
 The respondents were asked to rate their perceptions of the level of assistance needed by 
adults with the most severe disabilities who live successfully in the community using a 4-point 
Likert scale (1=needs assistance on all steps, 2=needs assistance on most steps, 3=needs 
assistance on some steps, 4=no assistance needed).The participants were divided into two groups 
depending on whether the residence at which they worked was located less than one-half mile 
(n=128) or one-half mile or more (n=145) from the nearest store or restaurant. In the analysis, 
descriptive statistics (i.e., mean and standard deviation) were used to provide an overview of 
differences in residential specialists‟ perceptions of level of assistance required with domestic 
and safety skills. Next, an independent sample T-test was conducted to investigate if the distance 
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from the nearest store/restaurant had a statistically significant influence on residential specialists’ 
perceptions of level of assistance needed when performing domestic and safety skills.  
 Domestic skills. Table 27 describes the mean, standard deviation, and t-test results for the 
level of assistance needed in domestic and safety skills based on distance from the nearest 
store/restaurant. The overall mean score demonstrates that residential specialists who work at 
residences located less than one-half mile (M=2.45, SD=0.91) from a store or restaurant rated the 
level of assistance needed in domestic skills higher (a higher number meant that the individual 
needed less assistance) than those who worked at residences located one-half mile or more 
(M=2.26, SD=0.82) from a store or restaurant; however, these differences were not statistically 
significant. 
 Independent sample T-tests were also conducted to examine differences within each of 
the seven categories of domestic skills and each individual domestic skill. Residential specialists 
who work at residences located less than one-half mile from a store/restaurant rated the level of 
assistance needed in four categories (i.e., meal preparation, t(260)=3.12, p<.01; meal clean-up, 
t(259)=2.75, p<.01; clothing care/use, t(264)=2.00, p<.05; and household management, 
t(244)=3.02, p<.01) significantly higher (a higher number meant that the individual needed less 
assistance) than residential specialists who work at residences located one-half mile or more 
from the nearest store/restaurant. Specific group differences were located in the following 11 
items: (a) plan menu, t(249)=3.64, p<.001, (b) prepare snacks/meals, t(256)=2.95, p<.005, (c) 
use cooking appliances, t(254)=3.46, p=.001, (d) serve food, t(248)=2.17, p<.05, (e) hand 
wash/dry dishes, t(253)=2.28, p<.05, (f) store leftovers, t(249)=3.05, p<005, (g) operate washing 
machine, t(255)=2.40, p<.05, (h) operate dryer, t(254)=2.83, p=.005, (i) select appropriate 
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clothing, t(259)=2.21, p<.05, (j) pay bills, t(240)=2.97, p<.005, (k) manage budge, t(242)=2.77, 
p<.01, and (l) make home repairs/call repairman, t(230)=2.05, p<.05. 
Table 27 
Independent Sample T-test for Level of Assistance on Domestic Skills Based on Distance From 
the Nearest Store 
 
 Distance from the nearest store  
Domestic skills < 1/2miles  ½  miles≤  T-test 
M SD  M SD  t df p 
Grooming and Hygiene        
    1. Toilet 2.86 1.25 2.80 1.17 0.43 267 .671 
    2. Wash/dry face 2.93 1.13 2.71 1.14 1.52 258 .131 
    3. Wash/dry hands 2.97 1.11 2.84 1.13 0.95 260 .345 
    4. Brush teeth 2.70 1.16 2.51 1.14 1.38 264 .169 
    5. Bath/shower 2.63 1.24 2.39 1.17 1.63 266 .104 
    6. Comb/brush hair 2.81 1.21 2.68 1.15 0.87 256 .386 
    7. Wipe nose 2.98 1.18 2.73 1.19 1.64 256 .103 
    8. Shave 2.39 1.24 2.13 1.19 1.61 236 .109 
    9. Menstrual care 2.61 1.34 2.59 1.25 0.08 147 .940 
    Total average 2.79 1.10 2.60 1.03 1.46 268 .147 
Mealtime Behaviors            
    1. Drink properly 3.27 1.06 3.16 1.09 0.85 262 .399 
    2. Eat properly 3.07 1.03 2.95 1.05 0.95 266 .342 
    3. Use utensils  3.14 1.04 3.02 1.09 0.92 259 .358 
    4. Use napkin 3.08 1.02 2.89 1.09 1.45 257 .147 
   Total average 3.13 0.99 3.00 1.02 1.05 267 .13 
Meal Preparation             
    1. Plan menu 2.03 0.99 1.60 0.88 3.64 249 .000 
    2. Prepare snacks/meals 2.13 1.04 1.78 0.91 2.95 256 .003 
    3. Use cooking appliances 1.87 1.03 1.47 0.83 3.46 254 .001 
    4. Set table   2.51 1.18 2.26 1.09 1.72 251 .086 
    5. Serve food 2.32 1.15 2.01 1.09 2.17 248 .031 
   Total average 2.18 0.95 1.84 0.83 3.12 260 .002 
Meal Clean-up            
    1. Clear dishes 2.71 1.16 2.48 1.10 1.65 251 .100 
    2. Hand wash/dry dishes 2.37 1.11 2.06 1.08 2.28 253 .024 
    3. Load/unload dishwasher 2.35 1.11 2.08 1.08 1.90 240 .058 
    4. Store leftovers 2.22 1.07 1.81 1.05 3.05 249 .003 
    Total average 2.45 1.03 2.11 0.97 2.75 259 .006 
      (continued) 
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Table 27(Continued) 
 Distance from the nearest store  
Domestic skills < 1/2miles  ½  miles≤  T-test 
M SD  M SD  t df p 
Clothing Care/Use            
    1. Operate washing machine 2.23 1.09 1.91 1.02 2.40 255 .017 
    2. Operate dryer 2.30 1.14 1.91 1.04 2.83 254 .005 
    3. Hang clothes in closet 2.46 1.15 2.25 1.14 1.43 251 .153 
    4. Put clothes in drawer 2.56 1.11 2.39 1.13 1.23 253 .221 
    5. Dress/undress 2.86 1.19 2.72 1.17 0.95 262 .341 
    6. Select appropriate clothing  2.70 1.06 2.41 1.09 2.21 259 .028 
    Total average 2.51 1.02 2.27 0.96 2.00 264 .046 
Housekeeping            
    1. Take out trash 2.63 1.20 2.42 1.19 1.38 254 .168 
    2. Vacuum 2.42 1.19 2.22 1.13 1.39 252 .166 
    3. Dust  2.41 1.12 2.31 1.10 0.69 252 .490 
    4. Sweep/mop 2.37 1.13 2.20 1.10 1.16 252 .246 
    5. Make bed 2.51 1.18 2.32 1.10 1.33 254 .185 
    6. Yard care 1.77 1.02 1.82 1.08 -0.33 229 .739 
    Total average 2.39 1.06 2.21 1.00 1.44 257 .151 
Household Management            
    1. Pay bills 1.46 0.80 1.18 0.64 2.97 240 .003 
    2. Manage budget 1.48 0.78 1.22 0.66 2.77 242 .006 
    3. Make home repairs/call repairman 0.77 0.07 1.20 0.68 2.05 230 .042 
    Total average 1.45 0.73 1.20 0.59 3.02 244 .003 
Grand Total Average 2.45 0.90 2.26 0.82 1.79 270 .74 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
Safety skills. Table 28 indicates the mean, standard deviation, and independent sample t-
test results for the level of assistance needed in safety skills based on distance from the nearest 
store/restaurant. The overall mean score and independent sample T-test demonstrated that 
residential specialists who work at residences located one-half mile or more (M =2.25, SD 
=0.99) from the nearest store or restaurant rated the level of assistance needed in overall safety 
skills significantly higher (a higher number meant that the individual needed less assistance) than 
those who work at residences located less one-half mile (M =1.92, SD =0.92, t(265 )=2.72, 
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p<.01) from the nearest store/restaurant. Significant differences were found across all safety skill 
items except two (i.e., distinguish edible/non edible and cross streets, see Table 28).  
Table 28 
Independent Sample T-test for Level of Assistance on Safety Skills Based on Distance From the 
Nearest Store 
 
 Distance from the nearest store  
Safety skills < 1/2miles  ½  miles≤  T-test 
M SD  M SD  t df p 
2. Practice home security  
(e.g., Use lock and key) 
1.20 0.11 1.52 0.84 3.20 251 .002 
3. Respond to household emergencies 1.10 0.10 1.69 1.10 2.37 259 .019 
4. Demonstrate knowledge of escape routes 1.25 0.11 1.76 1.06 2.76 259 .006 
5. Use first-aid procedures 1.08 0.10 2.07 1.16 2.86 254 .005 
6. Inform others when sick/injured 1.18 0.11 1.57 0.91 2.31 263 .022 
7. Use telephone for emergency 1.25 0.12 2.36 1.21 2.28 253 .024 
8. Seek help when lost 1.32 0.12 1.99 1.18 3.28 249 .001 
9. Distinguish edible/non edible 1.30 0.12 1.95 1.18 1.78 255 .076 
10. Cross streets 1.24 0.11 2.65 1.37 1.94 254 .054 
11. Use public transportation 1.23 0.12 1.96 1.15 2.59 236 .010 
Total average 2.25 0.99 1.92 0.92 2.72 265 .007 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
 Level of assistance needed with domestic and safety skills based on hours of in-
 home support 
 
 The respondents were asked to rate their perception of the level of assistance needed by 
adults with the most severe disabilities who live successfully in the community using a 4-point 
Likert scale (1=needs assistance on all steps, 2=needs assistance on most steps, 3=needs 
assistance on some steps, 4=no assistance needed). The participants were divided into three 
groups depending on whether the residents received in-home support less than 20 hours per week 
(n=23), 20 hours or more per week but less than 24 hours per day (n=40), or 24 hours per day 
(n=200). The data were analyzed using descriptive statistics (i.e., mean and standard deviation) 
to provide an overview of differences in residential specialists‟ perceptions of the level of 
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assistance required with domestic and safety skills. An analysis of variance (ANOVA) was used 
to test if the hours of in-home support had a significant influence on level of assistance needed.  
If significant differences were found, Tukey’s HSD post-hoc analysis was performed to 
determine which means differed.  
 Domestic skills. Table 29 describes the mean, standard deviation, and the ANOVA 
results for the level of assistance needed in domestic skills based on hours of in-home support. 
Significant group differences were found in the overall level of assistance needed in domestic 
skills, F(2)= 20.37, p<.001. Tukey’s HSD post-hoc analysis was performed to determine which 
means differed. The overall mean score demonstrated that the residential specialists who 
provided less than 20 hours of in-home support per week (M=3.27, SD=0.61) rated the level of 
assistance needed in domestic skills significantly higher (a higher number meant that the 
individual needed less assistance) than the residential specialists who provided 20 hours or more 
but less than 24 hours per day of in-home support (M=2.51, SD=0.86, p=0.001) and 24 hours per 
day of in-home support (M=2.21, SD=0.82, p<.001).  No significant differences were found in 
residential specialists who provided 20 hours or more but less than 24 hours per day of in-home 
support and 24 hours per day of in-home support. Significant group differences (at least p< .05 
level or better) were founded in the level of assistance needed in all seven categories and all 
individual domestic skills (see Table 29).  
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Table 29 
Analysis of Variance for Level of Assistance on Domestic Skills Based on Hours of In-home 
Support 
 
 Hours of in-home support   
Domestic skills 
< 20 hours 
per week 
 20 hours ≥ 
<24 hours per day 
 24 hours per 
day (24/7) 
 
 
 
 M SD  M SD  M SD F p 
Grooming and Hygiene         
    1. Toilet 3.87 0.34 2.96 1.27 2.68 1.19 11.16 .000 
    2. Wash/dry face 3.73 0.55 3.06 1.15 2.64 1.12 11.29 .000 
    3. Wash/dry hands 3.77 0.43 3.11 1.13 2.74 1.13 9.95 .000 
    4. Brush teeth 3.52 0.67 2.72 1.21 2.46 1.13 9.80 .000 
    5. Bath/shower 3.57 0.79 2.57 1.32 2.36 1.16 11.16 .000 
    6. Comb/brush hair 3.64 0.66 2.87 1.22 2.61 1.17 8.22 .000 
    7. Wipe nose 3.77 0.69 3.04 1.21 2.69 1.19 9.49 .000 
    8. Shave 3.45 1.00 2.61 1.24 2.04 1.14 15.94 .000 
    9. Menstrual care 3.33 0.89 2.96 1.26 2.42 1.29 4.31 .015 
   Total average 3.66 0.53 2.88 1.08 2.53 1.04 13.66 .000 
Mealtime Behaviors         
    1. Drink properly 3.95 0.21 3.17 1.16 3.14 1.08 5.96 .003 
    2. Eat properly 3.74 0.54 2.96 1.13 2.93 1.03 6.52 .002 
    3. Use utensils  3.95 0.21 3.09 1.16 2.97 1.06 8.88 .000 
    4. Use napkin 3.95 0.21 3.02 1.03 2.86 1.07 11.49 .000 
    Total average 3.90 0.22 3.03 1.09 2.97 1.00 9.48 .000 
Meal Preparation          
    1. Plan menu 2.76 0.94 2.09 1.05 1.61 0.84 18.61 .000 
    2. Prepare snacks/meals 3.00 1.00 2.40 1.07 1.70 0.82 29.62 .000 
    3. Use cooking appliances 2.95 1.09 1.93 1.07 1.43 0.72 36.79 .000 
    4. Set table   3.48 0.93 2.61 1.17 2.19 1.07 14.83 .000 
    5. Serve food 3.24 1.09 2.30 1.19 1.98 1.04 13.55 .000 
    Total average 3.09 0.88 2.27 0.97 1.79 0.76 29.76 .000 
Meal Clean-up         
    1. Clear dishes 3.50 0.76 2.73 1.17 2.45 1.10 8.72 .000 
    2. Hand wash/dry dishes 3.43 0.79 2.40 1.18 1.99 1.00 21.52 .000 
    3. Load/unload dishwasher .81 0.20 1.19 0.18 1.04 0.08 12.08 .000 
    4. Store leftovers .99 0.21 1.07 0.16 0.98 0.07 19.08 .000 
    Total average 3.38 0.72 2.43 1.07 2.09 0.93 20.37 .000 
Clothing Care/Use         
    1. Operate washing machine 3.14 1.21 2.29 1.06 1.87 0.96 17.31 .000 
    2. Operate dryer 3.10 1.26 2.33 1.09 1.91 1.01 13.56 .000 
    3. Hang clothes in closet 3.14 1.06 2.63 1.16 2.18 1.10 8.88 .000 
    4. Put clothes in drawer 3.10 1.04 2.67 1.10 2.35 1.11 5.31 .006 
       (continued) 
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Table 29(Continued) 
 Hours of in-home support   
Domestic skills 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per day 
 24 hours per 
day (24/7) 
 
 
 
 M SD  M SD  M SD F p 
    5. Dress/undress 3.65 0.89 3.00 1.21 2.64 1.15 9.11 .000 
 6. Select appropriate clothing  3.32 0.95 2.72 1.05 2.41 1.06 8.08 .000 
    Total average 3.28 0.88 2.60 0.98 2.22 0.94 14.44 .000 
Housekeeping         
    1. Take out trash 3.48 0.79 2.61 1.22 2.37 1.17 9.57 .000 
    2. Vacuum 3.05 1.09 2.41 1.22 2.20 1.13 5.60 .004 
    3. Dust  3.17 0.98 2.46 1.13 2.23 1.07 8.14 .000 
    4. Sweep/mop 3.09 1.07 2.43 1.17 2.14 1.06 8.16 .000 
    5. Make bed 3.14 0.94 2.54 1.24 2.28 1.10 6.17 .002 
    6. Yard care 2.40 1.18 2.03 1.16 1.69 0.99 4.54 .012 
    Total average 3.12 0.88 2.44 1.10 2.16 0.98 10.21 .000 
Household Management         
    1. Pay bills 1.86 0.94 1.49 0.92 1.20 0.60 10.53 .000 
    2. Manage budget 1.82 0.91 1.52 0.86 1.24 0.64 8.15 .000 
    3. Make home repairs/call repairman 1.86 0.89 1.56 0.96 1.13 0.55 15.64 .000 
    Total average 1.85 0.83 1.51 0.86 1.20 0.54 12.53 .000 
Grand Total Average 3.27 0.61 2.51 0.86 2.21 0.82 18.94 .000 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
Safety skills. Table 33 indicates the mean, standard deviation, and the ANOVA results 
for the level of assistance needed in safety skills based on hours of in-home support. Significant 
group differences were found in the overall level of assistance needed in safety skills 
(F(2)=25.36, p<.001). Tukey’s HSD post-hoc analysis was performed to determine which means 
differed. The overall mean score demonstrated that the residential specialists who provided less 
than 20 hours of in-home support per week (M=3.14, SD=0.82) rated the level of assistance 
needed in safety skills significantly higher (a higher number meant that the individual needed 
less assistance) than residential specialists who provided 20 hours or more but less than 24 hours 
per day of in-home support (M=2.40, SD=1.04, p<.001) and 24 hours per day of in-home support 
(M=1.86, SD=0.85, p<.001). In addition, residential specialists who provided 20 hours or more 
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but less than 24 hours per day of in-home support per week (M=2.40, SD=1.04) rated the level of 
assistance needed in domestic skills significantly higher than residential specialists who provided 
24 hours per day of in-home support (M=1.86, SD=0.85, p<.001). Significant group differences 
(at p<.001 level) were founded in the level of assistance needed in all safety skills (see Table 30). 
Table 30 
Analysis of Variance for Level of Assistance on Safety Skills Based on Hours of In-home Support 
 
 Hours of in-home support   
Domestic skills 
< 20 hours 
per week 
 20 hours ≥ 
<24 hours per 
day 
 24 hours per 
day (24/7) 
 
 
 
 M SD  M SD  M SD F p 
1. Use prescription/non prescription drugs  2.48 1.04 1.85 1.04 1.49 0.79 15.16 .00 
2. Practice home security  
(e.g., Use lock and key) 
3.13 1.14 2.26 1.31 1.65 1.00 22.30 .00 
3. Respond to household emergencies 2.74 1.10 2.15 1.22 1.74 1.00 10.90 .00 
4. Demonstrate knowledge of escape routes 3.32 1.00 2.48 1.26 2.08 1.16 12.16 .00 
5. Use first-aid procedures 2.83 1.03 2.13 1.16 1.49 0.82 27.71 .00 
6. Inform others when sick/injured 3.43 0.73 2.75 1.25 2.35 1.19 9.92 .00 
7. Use telephone for emergency 3.23 1.07 2.62 1.19 1.90 1.15 17.97 .00 
8. Seek help when lost 3.45 0.74 2.73 1.29 1.90 1.17 23.71 .00 
9. Distinguish edible/non edible 3.61 0.89 3.07 1.21 2.63 1.37 6.97 .00 
10. Cross streets 3.30 1.15 2.61 1.24 1.82 1.05 25.20 .00 
11. Use public transportation 3.13 1.14 2.07 1.24 1.45 0.91 31.86 .00 
Total average 3.14 0.82 2.40 1.04 1.86 0.85 25.36 .00 
Note: The higher the mean score, the less assistance needed in skills (1= needs assistance on all steps, 2=needs 
assistance on most steps, 3=needs assistance on some steps, 4=no assistance needed) 
 
 Frequency of participation in community activities based on type of residential 
 settings  
  
 The respondents were asked to rate the frequency of participation of their resident with 
severe disabilities in community activities using a 4-point Likert scale (1=none or less than 
monthly, 2=monthly, 3=weekly, 4=daily). The participants were divided into two groups 
depending on whether they worked at community residential facilities (n=189) or supported 
apartments (n=63).  Descriptive statistics (i.e., mean and standard deviation) were conducted to 
provide an overview of differences in residential specialists‟ perceptions of the frequency of 
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participation in community activities based on type of residential setting (i.e., community 
residential facilities and supported apartments). An independent sample T-test was used to 
determine if there was a statistically significant difference in residential specialists‟ perceptions 
of frequency of participation 
 Table 31 provides the mean, standard deviation, and t-test results for the frequency of 
participation in community activities based on type of residential setting. The overall mean score 
and independent sample T-tests demonstrate that residential specialists who work at supported 
apartments (M=1.94, SD=0.42) rated the frequency of participation in community activities 
significantly higher than those who work at community residential facilities (M=1.70, SD=0.42), 
t (245) = -3.91, p<.001. In addition, residential specialists who work at supported apartments 
rated three categories (i.e., restaurants, stores, and services) and six individual items (i.e., sit 
down restaurant, grocery stores, drug stores, laundromat/dry cleaners, post office, and bank) 
significantly higher than those who work at community residential facilities. The results suggest 
that residential specialists believe individuals with disabilities who live successfully in supported 
apartments participate more frequently in community activities than individuals who live in 
community residential facilities.  
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Table 31 
Independent Sample T-tests for Frequency of Participation in Community Activities Based on 
Type of Residential Setting 
 
Community activities 
Type of residential setting  
Community 
Residential Facilities 
 Supported apartments 
 T-test 
M SD  M SD  t df p 
Restaurants        
    1. Sit down restaurant 1.91 0.75 2.20 0.81 -2.54 239 .012 
    2. Fast food restaurant 2.31 0.75 2.46 0.68 -1.32 236 .189 
    Total average 2.11 0.63 2.35 0.55 -2.54 241 .012 
Stores           
    1. Convenience stores 2.24 0.90 2.47 0.81 -1.74 238 .083 
    2. Grocery stores 2.20 0.79 2.85 0.54 -5.99 240 .000 
    3. Department stores 1.87 0.71 1.89 0.73 -0.11 241 .912 
    4. Drug stores 1.61 0.73 2.02 0.75 -3.68 231 .000 
    Total average 1.99 0.61 2.31 0.49 -3.78 243 .000 
Services          
    1. Laundromat /Dry cleaners 1.13 0.51 1.84 1.01 -6.91 226 .000 
    2. Post office 1.23 0.52 1.47 0.88 -2.52 229 .013 
    3. Bank 1.79 0.82 2.20 0.84 -3.31 237 .001 
    4. Barber/beauty shop 1.71 0.56 1.75 0.69 -0.35 239 .724 
    5. Medical services (e.g. Doctor/Dentist)) 1.79 0.66 1.89 0.58 -1.02 243 .308 
    6. Social service agencies 1.41 0.78 1.48 0.73 -0.59 225 .556 
    Total average 1.53 0.38 1.78 0.45 -4.43 245 .000 
Other 
     1. Church/synagogue/house of worship 
 
1.90 
 
0.91 
 
1.84 
 
0.10 
 
0.41 
 
235 
 
.683 
     2. Volunteer work 1.38 0.73 1.39 0.79 -0.10 224 .924 
     Total average 1.66 0.64 1.63 0.72 0.31 237 .761 
Grand Total Average 1.70 0.42 1.94 0.42 -3.91 245 .000 
Note: The higher the mean score, the greater the participation in activities (1= none or less than monthly, 2=monthly, 
3=weekly, 4=daily) 
 
 Frequency of participation in community activities based on distance from the 
 nearest store or restaurant 
  
 The respondents were asked to rate the frequency of participation of their resident with 
severe disabilities in community activities using a 4-point Likert scale (1=none or less than 
monthly, 2=monthly, 3=weekly, 4=daily). The participants were divided into two groups 
depending on whether the residences were located less than one-half mile (n=128) or one-half 
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mile or more (n=145) from the nearest store or restaurant. Descriptive statistics (i.e., mean and 
standard deviation) were employed to provide an overview of differences in residential 
specialists‟ perceptions of frequency of participation in community activities based on distance 
from the nearest store/restaurant.  An independent sample T-test was conducted to determine if 
there was a statistically significant difference in residential specialists‟ perceptions of frequency 
of participation. 
 Table 32 provides the mean, standard deviation, and t-test results for the frequency of 
participation in community activities based on type of residential setting. The results demonstrate 
that overall no significant main effect for distance from the nearest store exists in residential 
specialist‟ perceptions of the frequency of participation in community activities except for one 
activity (i.e., bank).  
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Table 32 
Independent Sample T-tests for Participation in Community Activities Based on Distance  From 
the Nearest Store  
 
 Distance from the nearest store   
Community activities <1/2miles  ½ miles ≤ T-test 
 M SD  M SD t df p 
Restaurants          
    1. Sit down restaurant 2.07 0.77 1.94 0.79 1.35 258 .18 
    2. Fast food restaurant 2.30 0.74 2.39 0.73 -1.03 254 .30 
    Total average 2.18 0.61 2.18 0.64 0.04 260 .97 
Stores             
    1. Convenience stores 2.26 0.88 2.32 0.89 -0.53 256 .60 
    2. Grocery stores 2.44 0.80 2.30 0.79 1.38 259 .17 
    3. Department stores 1.98 0.72 1.82 0.71 1.71 260 .09 
    4. Drug stores 1.80 0.78 1.67 0.74 1.34 249 .18 
    Total average 2.12 0.61 2.04 0.59 1.21 262 .23 
Services            
    1. Laundromat /Dry cleaners 1.29 0.74 1.28 0.71 0.13 244 .90 
    2. Post office 1.27 0.65 1.29 0.64 -0.29 247 .78 
    3. Bank 1.98 0.84 1.78 0.84 1.97 256 .05 
    4. Barber/beauty shop 1.75 0.62 1.68 0.60 0.98 258 .33 
    5. Medical services (e.g. Doctor/Dentist) 1.82 0.64 1.78 0.63 0.45 262 .65 
    6. Social service agencies 1.41 0.77 1.46 0.77 -0.44 243 .66 
    Total average 1.61 0.41 1.56 0.42 0.93 264 .35 
Other 
     1. Church/synagogue/house of worship 1.98 0.92 1.85 0.93 1.11 
 
254 
 
.27 
     2. Volunteer work 1.38 0.77 1.36 0.72 0.21 242 .83 
    Total average 1.69 0.62 1.64 0.69 0.58 256 .57 
Grand Total Average  1.79 0.42 1.74 0.43 1.07 264 .28 
Note: Higher the mean score, the greater participation in activities (1= none or less than monthly, 2=monthly, 
3=weekly, 4=daily) 
 
  
 Frequency of participation in community activities based on hours of in-home 
 support 
  
 The respondents were asked to rate the frequency of participation of their resident with 
severe disabilities in community activities using a 4-point Likert scale (1=none or less than 
monthly, 2=monthly, 3=weekly, 4=daily). The participants were divided into three groups 
depending on whether the residents with disabilities were receiving in-home support less than 20 
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hours per week (n=23), 20 hours or more per week but less than 24 hours per day(n=40), and 24 
hours per day (n=200).  Descriptive statistics (i.e., mean and standard deviation) were employed 
to provide an overview of differences in residential specialists‟ perceptions of frequency of 
participation in community activities based on hours of in-home support. An analysis of variance 
(ANOVA) was used to determine if the hours of in-home support had a significant influence on 
residential specialists‟ perceptions of the frequency of participation in community activities. If 
significant differences were found, Tukey‟s HSD post-hoc analysis was performed to determine 
which means differed.  
 Table 33 indicates the mean, standard deviation, and ANOVA results for the frequency of 
participation in community activities based on hours of in-home support. Significant group 
differences were found in overall frequency of participation in community activities, F(2)= 4.60, 
p<.01. Results of a Tukey‟s HSD post-hoc analysis found that residential specialists who 
provided less than 20 hours of in-home support per week (M=2.02, SD=0.49) rated the frequency 
of participation in community activities significantly higher than residential specialists who 
provided 20 hours or more per week but less than 24 hours per day of in-home support (M=1.76, 
SD=0.46, p<.001) and 24 hours per day of in-home support (M=1.73, SD=0.39, p=.05). No 
significant differences were found in residential specialists who provided 20 hours or more but 
less than 24 hours per day of in-home support and 24 hours per day of in-home support. 
Significant group differences were also founded in the frequency of participation in community 
activities for two categories (i.e., stores and services) and four individual items (grocery stores, 
laundromat /dry cleaners, post office, and bank). 
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Table 33 
Analysis of Variance for Frequency of Participation in Community Activities Based on Hours of 
In-Home Support 
 
 Hours of in-home support   
Community Activities 
< 20 hours per 
week 
 20 hours ≥ 
<24 hours per 
day 
 24 hours per 
day (24/7) 
 
 
 
 M SD  M SD  M SD F p 
Restaurants         
    1. Sit down restaurant 2.14 0.79 2.09 0.90 1.97 0.75 0.79 .46 
    2. Fast food restaurant 2.67 0.66 2.37 0.73 2.32 0.74 2.20 .11 
   Total average 2.40 0.60 2.26 0.65 2.14 0.62 2.00 .14 
Stores           
    1. Convenience stores 2.59 0.85 2.37 0.93 2.24 0.87 1.80 .17 
    2. Grocery stores 3.00 0.54 2.43 0.83 2.28 0.78 8.82 .00 
    3. Department stores 2.09 0.87 1.83 0.67 1.89 0.71 1.03 .36 
    4. Drug stores 2.00 0.82 1.72 0.78 1.71 0.74 1.48 .23 
   Total average 2.42 0.59 2.10 0.58 2.04 0.59 4.22 .016 
Services          
    1. Laundromat /Dry cleaners 2.00 1.10 1.42 0.88 1.16 0.55 15.51 .00 
    2. Post office 1.60 1.00 1.30 0.79 1.23 0.53 3.13 .05 
    3. Bank 2.48 0.81 1.85 0.88 1.81 0.81 6.13 .00 
    4. Barber/beauty shop 1.82 0.73 1.65 0.67 1.71 0.57 0.57 .57 
    5. Medical services  
      (e.g. Doctor/Dentist)) 1.73 0.55 1.68 0.56 1.84 0.65 1.47 
.23 
    6. Social service agencies 1.45 0.76 1.47 0.78 1.41 0.75 0.10 .90 
   Total average 1.87 0.50 1.57 0.47 1.55 0.36 6.59 .002 
Other 
     1. Church/synagogue/house of worship 1.60 1.05 1.95 0.89 1.93 0.92 1.20 
 
.30 
     2. Volunteer work 1.53 0.96 1.31 0.72 1.37 0.72 0.56 .57 
     Total average 1.60 0.85 1.66 0.64 1.67 0.64 0.10 .91 
Grand Total Average 2.02 0.49 1.76 0.46 1.73 0.39 4.60 .01 
Note: Higher the mean score, the greater participation in activities (1= none or less than monthly, 2=monthly, 
3=weekly, 4=daily) 
 
Research Question 8 
 Research question 8 addressed the relationship between the critical domestic and safety 
skills in which adults with disabilities that live successfully in the community engage and their 
level of assistance needed. The relationship between critical skills and level of assistance was 
computed using a Pearson product-moment correlation. Table 34 displays the correlation 
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coefficients for domestic skills and level of assistance. Correlation coefficients ranged from -.13 
to .19. Four items (i.e., use cooking appliances, store leftovers, operate washing machine and 
operate dryer) were significantly and positively correlated. Statistical significance does not 
represent the practical importance (Coladarci, Cobb, Minium, & Clarke, 2004). In order to 
evaluate the correlation between variables, it is important to know the magnitude or strength as 
well as the significance of the correlation. The following guideline was used to interpret r values 
(i.e., the strength or magnitude of the relationship): 0.1 to 0.3 is a weak correlation, 0.4 to 0.6 is a 
moderate correlation, and 0.7 to 0.9 is a strong correlation (Cramer, 1994). An effect size in the 
0.4 or larger range is often considered the minimum level of educational significance (Gersten et 
al, 2005; Forness, Kavale, Blum, & Lloyd, 1997). Therefore, all correlations between critical 
domestic skills and level of assistance are weakly associated.  
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Table 34 
Correlation Coefficients for Domestic Skills and the Level of Assistance 
 
Domestic skills Level of assistance r 
Grooming and Hygiene   
    1. Toilet     1. Toilet -.03 
    2. Wash/dry face     2. Wash/dry face -.06 
    3. Wash/dry hands     3. Wash/dry hands -.07 
    4. Brush teeth     4. Brush teeth -.06 
    5. Bath/shower     5. Bath/shower -.05 
    6. Comb/brush hair     6. Comb/brush hair -.06 
    7. Wipe nose     7. Wipe nose -.06 
    8. Shave     8. Shave -.01 
    9. Menstrual care     9. Menstrual care -.13 
Mealtime Behaviors   
    1. Drink properly     1. Drink properly -.06 
    2. Eat properly     2. Eat properly -.04 
    3. Use utensils      3. Use utensils  -.09 
    4. Use napkin     4. Use napkin .04 
Meal Preparation    
    1. Plan menu     1. Plan menu .08 
    2. Prepare snacks/meals     2. Prepare snacks/meals .08 
    3. Use cooking appliances     3. Use cooking appliances .19
**
 
    4. Set table       4. Set table   .02 
    5. Serve food     5. Serve food .06 
Meal Clean-up   
    1. Clear dishes     1. Clear dishes -.03 
    2. Hand wash/dry dishes     2. Hand wash/dry dishes .12 
    3. Load/unload dishwasher     3. Load/unload dishwasher .06 
    4. Store leftovers     4. Store leftovers .14
*
 
Clothing Care/Use   
    1. Operate washing machine     1. Operate washing machine .18
**
 
    2. Operate dryer     2. Operate dryer .18
**
 
    3. Hang clothes in closet     3. Hang clothes in closet .06 
    4. Put clothes in drawer     4. Put clothes in drawer .02 
    5. Dress/undress     5. Dress/undress -.04 
    6. Select appropriate clothing     6. Select appropriate clothing .09 
*. Correlation is significant at the 0.05 level (2-tailed). 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
 Table 35 displays the correlation coefficients for safety skills and level of assistance. 
Correlation coefficients ranged from -.07 to .10. Correlations between critical safety skills and 
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level of assistance are weakly associated. All items in safety skills except one (i.e., seek help 
when lost) were positively correlated with level of assistance needed. There was no significant 
relationship between critical safety skills and level of assistance needed with safety skills. 
Table 35 
Correlation Coefficients for Safety Skills and the Level of Assistance 
 
Safety skills  Level of assistance r 
1. Use prescription/non prescription drugs  1. Use prescription/non prescription drugs  .07 
2. Practice home security  2. Practice home security .10 
3. Respond to household emergencies 3. Respond to household emergencies .09 
4. Demonstrate knowledge of escape routes 4. Demonstrate knowledge of escape routes .09 
5. Use first-aid procedures 5. Use first-aid procedures .06 
6. Inform others when sick/injured  6. Inform others when sick/injured  .03 
7. Use telephone for emergency 7. Use telephone for emergency .10 
8. Seek help when lost 8. Seek help when lost .04 
9. Distinguish edible/non edible 9. Distinguish edible/non edible -.07 
10. Cross streets 10. Cross streets .08 
11. Use public transportation 11. Use public transportation .06 
 
Research Question 9 
 Research question 9 addressed the relationship between critical community activities in 
which adults with disabilities that live successfully in the community engage and their frequency 
of participation.  The relationship between community activities and the frequency of 
participation correlation was computed using a Pearson product-moment correlation. Table 39 
displays the correlation coefficients for community activities and frequency of participation. 
Correlation coefficients ranged from .05 to .37. All critical community activities were positively 
correlated with frequency of participation. Even though ten items (i.e., convenience stores, 
grocery stores, drug stores, laundromat /dry cleaners, post office, bank, barber/beauty shop, 
social service agencies, church/synagogue/house of worship, and volunteer work) were 
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statistically significantly correlated, the overall strength of the association between critical 
community activities and the frequency of participation was weak. 
Table 36 
Correlation Coefficients for Community Activities and the Frequency of Participation 
 
Critical community activities  Frequency of participation 
r 
Restaurants Restaurants  
    1. Sit down restaurant     1. Sit down restaurant .09 
    2. Fast food restaurant     2. Fast food restaurant .05 
Stores  Stores   
    1. Convenience stores     1. Convenience stores .22
**
 
    2. Grocery stores     2. Grocery stores .21
**
 
    3. Department stores     3. Department stores .09 
    4. Drug stores     4. Drug stores .19
**
 
Services Services  
    1. Laundromat /Dry cleaners     1. Laundromat /Dry cleaners .37
**
 
    2. Post office     2. Post office .32
**
 
    3. Bank     3. Bank .33
**
 
    4. Barber/beauty shop     4. Barber/beauty shop .16
*
 
    5. Medical services      5. Medical services  .07 
    6. Social service agencies     6. Social service agencies .15
*
 
Other 
    1. Church/synagogue/ 
    house of worship 
Other 
1. Church/synagogue/ 
house of worship 
.27
**
 
     2. Volunteer work      2. Volunteer work .22
**
 
*. Correlation is significant at the 0.05 level (2-tailed). 
**. Correlation is significant at the 0.01 level (2-tailed). 
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Chapter V 
Discussion 
The current study, via a national survey, sought to determine critical independent living 
skills necessary for individuals with disabilities to successfully live in small community 
residences. This study also examined the relationship between residential characteristics (i.e., 
type of residential setting, location of residential setting, and hours of in-home support) and (a) 
critical domestic and safety skills, (b) critical community activities, (c) level of assistance needed 
with domestic and safety skills, and (d) frequency of participation in community activities. 
Finally, recreation and leisure activities performed most frequently at home and in the 
community were investigated as well as reasons for residents to lose their community residential 
placement. This chapter discusses the key findings, limitations of the study, and implications for 
future research and practice. 
Critical Skills and Activities 
The present study found that the majority of survey participants (50% or more) rated nine 
domestic skills (i.e., toilet, bath/shower, eat properly, brush teeth, drink properly, wash/dry hands, 
use utensils, dress/undress, and wash/dry face), three safety skills (i.e., use prescription/non 
prescription drugs, demonstrate knowledge of escape routes, and inform others when 
sick/injured) and one community activity (i.e., using medical services) as critical. These 
identified skills and activities are similar to those identified in prior research (e.g., Aveno, 1987, 
Bruininks et al., 1992, Siperstein et al, 1990). Specifically, similarly identified skills and 
activities were related to grooming and hygiene (sometimes described as self-care/personal 
living skills), mealtime behaviors, safety skills (e.g., medical related items, emergency response 
items), and refraining from maladaptive behaviors.  
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Although the current study identified several skills that are critical for living successfully in 
community residential settings, the limited number of domestic, safety, and community 
skills/activities identified as universally critical for all residents with disabilities was surprising. 
In addition, domestic and safety skills rated as critical were not significantly related to the level 
of assistance required to perform those skills.  Likewise, community activities identified as 
critical were not significantly associated with frequency of participation in those activities. There 
are several possible explanations for these findings. It could be hypothesized that skill instruction 
is less relevant to success in community life (Lozano, 1993) than the availability of ongoing 
support and the quality of services provided. Residential support services can vary dramatically 
from locality to locality and state to state (Alba et al., 2008; Braddock, et al., 2008).  Services are 
frequently developed in response to community needs, available resources, and individual and 
family preferences (Racino, 2000). Given the nature of residential support services, critical skills 
selected in specific residential settings may depend on where individuals with disabilities live, 
the people with whom they live, and the resources available to support them. Since people who 
live in residential facilities may not always receive the support they need, skill instruction must 
remain an area of emphasis.  The lack of critical skills identified in this study should not be 
interpreted to mean that teaching independent living skills are not important. 
A second explanation for the limited list of critical skills may be the complex definition 
of “critical skills” adopted in this study. A “critical skill” was defined as “a skill that all 
individuals at the residence can perform (independently or in part) or one that is targeted for 
instruction with any individuals at the residence who cannot perform the skill”. The current 
definition of critical skills focuses on an instructional goal (i.e., “targeted for instruction”). 
Individuals with severe disabilities show significantly more difficulty when they learn as 
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compared with others individuals (Brown et al., 1993; Westling & Fox, 2004); therefore, 
expectations for their learning outcomes are often lower (Grigal et al., 2004; McNair & Rusch 
1991). Residential specialists who work with individuals with severe disabilities have been found 
to have more negative attitudes toward community living for these individuals than those serving 
people with less severe disabilities (Henry, Keys, Balcazar, & Jopp, 1996). If residential 
specialists have low expectations for individuals with severe disabilities to learn new skills, they 
may not believe it is necessary to attempt to teach them new skills.  
Finally, the definition of “critical skills” adopted in this study may have been ignored by 
some respondents. The current study found only a few skills rated by the majority as critical. 
However, it should not be inferred that residential specialists believed the other skills were not 
important.  The findings demonstrate that individuals with severe disabilities require a high level 
of assistance with most skills listed in the survey. The study asked respondents to identify critical 
skills, not important skills, thus respondents may have thought all skills were important but only 
identified the most important ones as critical.  Perhaps if the current study used a different 
definition of critical skill (e.g., important skills, prerequisite skills, entry skills, or required skills 
for living in small community residential settings), more critical skills may have been identified.  
Factors That Affect Perceptions of Residential Specialists 
 The current study found that skills that are considered to be critical to successfully 
function in the community can be different depending on type of residential setting (supported 
apartments and community residential facilities). Residential specialists in supported apartments 
identified all household management skills (i.e., pay bills, manage budget, and make home 
repairs/call repairman) and one safety skill (using first-aid procedures) as critical skills for 
individuals at their residence significantly more frequently than those in community residential 
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facilities (i.e., ICFs/DD and group homes). Furthermore, descriptive data demonstrate that they 
believe individuals with severe disabilities who live successfully in supported apartments are 
more independent (i.e., require less assistance) in performing all domestic and safety skills in 
comparison with those who live in community residential facilities. Similar to the current study, 
Siperstein, et al. (1990) found that living in unsupervised or supervised apartments requires more 
skills than living in a group home.  
The findings of Siperstein et al (1990) and the current study are not surprising. In general, 
most ICFs/DD programs provide a full-range of self-care services and 24-hour supervision with 
nurses on staff. Group homes also have staff with some training in basic health care (Baer & 
Daviso, 2007). In contrast, individuals living in supported apartments receive minimal 
supervision and need to be able to call for help in an emergency, perform routine self-care 
independently, and complete many other activities by themselves (Baer & Daviso, 2007). 
Critical skills identified significantly more frequently in supported apartments involve multiple 
steps (e.g., household management skills) rather than simple, one-step actions. The complexity 
of these skills may require more assistance from staff if individuals cannot perform them 
independently. Therefore, individuals who reside in supported apartments may require more 
skills compared with those in community residential facilities.  
The findings from the present study indicate that, overall, individuals with severe disabilities 
who live in supported apartments were reported to show more independence (i.e., require less 
assistance) in performing domestic and safety skills, and more participation in community 
activities compared with those in group homes and ICFs/DD. It should be noted that these results 
are consistent with the findings of previous studies (Emerson, Robertson, Gregory, Hatton, 
Kessissoglou, & Hallam et al., 2001; Heller, Miller, & Factor, 1998; Howe, Honer, & Newton, 
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1998; Stancliffe, 1997). For example, Howe et al. (1998) examined differences between the 
lifestyles of participants receiving supported living services (e.g., supported apartments) and 
traditional services (e.g. group homes). Results indicated that residents receiving supported 
living services engaged in significantly more and various community activities, and participated 
in preferred community activities more frequently with more people. Similar results were found 
in a more recent study conducted by Emerson et al. (2001) which demonstrated that individuals 
living in supported living residences had greater choices, participated in more community-based 
activities, and experienced fewer scheduled activities than individuals living in small group 
homes. It appears that individuals with severe disabilities living in supported apartments are 
likely to experience increased opportunities for active participation in community activities 
compared with those in community residential facilities.  
Accordingly, researchers insist that supported living services produce the best 
independence-related outcomes (Howe et al., 1998; O‟Brien, 1994; O'Brien & O'Brien, 1994; 
Raino, 2000; Racino et al., 1995; Taylor, 1988). Supported living is defined as a movement to 
provide individuals with disabilities access to community housing options that are typical of 
residences that might be considered “home” by adults without disabilities (Test et al., 2005). 
Supported living services do not focus on "care and treatment" by teaching people diverse skills; 
rather, they follow a more ecological approach in which environments are modified in response 
to individual needs, preferences, and choices (Howe et al.; Hughes & Carter, 2000; Racino, 
2000) and supports are provided as long as necessary without time restrictions. Thus, their skill 
level is not used to determine a person‟s readiness for a selection of living option. The nature and 
severity of an individual‟s disability should not affect movement to a more independent setting 
(Taylor et al., 1987; Howe et al.).  
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Advocates of supported living services criticize the current system which uses a 
continuum of services model that requires individuals with disabilities to achieve certain levels 
of competency before moving to the next level. In many communities, adults with disabilities are 
still encouraged to choose community living options based on disability labels, level of skills or 
support needs. As a result, the current system tends to place people with severe disabilities in 
more congregate, restrictive, and segregated settings (Baer, & Daviso, 2007).  These individuals 
are more likely to reside in group homes (Test et al), while recipients of supported living services 
may rent or own homes or apartments in their own names, or the homes may be leased or owned 
by parents, or other family members (Test et al.).   
In the current study, individuals in supported apartments were reported to perform skills 
more independently and participate in activities more frequently compared with individuals who 
live in community residential facilities. It is uncertain whether these differences are the result of 
variations in the amount of services provided or whether they are due to initial differences in 
skills and abilities between the two groups. Another result from the present study intensifies this 
doubt. Residential specialists who provided less than 20 hours per week of in-home support rated 
the individual needed less assistance and participated in community activities more frequently 
than those who provided more in-home support (i.e., over 20 hours per week). In addition, 27.4% 
of individuals who lived in supported apartments received less than 20 hours of in-home support 
whereas only 1.6% of individuals who lived in community residential facilities received this 
amount. Disappointingly, individuals who require less assistance tend to live in less restrictive 
living environments. The results are consistent with previous findings that found that individuals 
with disabilities who require higher support needs- regardless of type of disability (e.g., 
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challenging behavior, intellectual disabilities, or physical disabilities)- often experienced poorer 
living outcomes than people who are more independent (Felce & Emerson, 2001; Mensell, 2006).  
The current study also suggests that amount of support may not be a crucial factor in 
determining successful independent living. This puzzling finding raises several questions. What 
mechanism does enhance the chances for individuals with disabilities to live successfully and 
independently in residential settings? What factors have helped them to move into more 
independent living situations?  Along with supportive living services, teaching independent 
living skills may continue to be an important factor of successful independent living. Providing 
formal instruction which results in increased independence seems to be neglected in residential 
services. Residential staff devote a greater proportion of their time to provide support and 
supervise individuals rather than to provide instruction (Howe et al., 1998). One of the main 
goals of transition is to increase students‟ „competence‟ and student development (Kohler, 1996). 
Although modifying environments into more supportive ones is critical, improving students‟ 
personal competence and independence is equally important. Increasing competence improves 
access to a range of benefits (Hughes, Washington, & Brown, 2008) and may open a variety of 
choices of living options. To enhance individual competence, teaching individuals with 
disabilities a variety of functional skills, including independent living skills, is essential. 
 In addition to type of residential setting and hours of in-home support, significant 
differences in residential specialists‟ perceptions of critical skills and activities were also found 
based on the location of the residential setting. Residential specialists who work at residences 
close to a restaurant/store (less than a half mile) rated 23 domestic skills, five safety skills, and 
eight community activities, (see Table 20, 21 and 23) as critical skills/activities for individuals at 
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their residence significantly more frequently than residential specialists who work at residences 
located one-half mile or more from a store or restaurant.  
It is possible that residential facilities located further from a store or restaurant, are also 
located in remote areas with limited access to the community. People with disabilities living in 
remote areas experience significant barriers in arranging transportation (Arcury, Preisser, Gesler, 
& Powers, 2005; Buttimer & Tierney, 2005; Gething, 1997; Lezzoni, Killeen, & O‟Day, 2006; 
Rimmer, Riley, Wang, Rauworth, & Jurkowski, 2004) and a shortage of accessible fitness and 
recreation programs (Buttimer & Tierney, 2005; Rimmer et al.).  Consequently, these individuals 
have limited opportunities to participate in community life. The current study also found that the 
majority of residents with disabilities who lived close to a store lived close to public 
transportation (69.5%) and the majority who lived farther from a store lived far from public 
transportation (46.9%) or had no access to public transportation (19.6%). If the person‟s current 
environment can easily afford more opportunities to practice skills and activities in the natural 
environment, residential specialists may be more likely to encourage individuals with disabilities 
to take advantage of natural opportunities.   
When residential specialists worked at residences which were located more distantly 
from a store or restaurant (i.e., one-half miles or over), individuals with severe disabilities were 
rated by those specialists to perform nine safety skills significantly more independently (i.e., with 
less assistance). If residents with disabilities whose residential facilities are located more 
distantly from a store or restaurant live in remote areas with limited access, their living 
environment may have required them to prepare for unexpected events and perform safety skills 
more independently. In particular, accessibility issues have been a great concern for individuals 
with severe disabilities because they often have physical disabilities and health issues in 
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conjunction with their intellectual disabilities (Westling & Fox, 2004). The present data 
suggested that the location/distance of residential settings affects the lives of people with 
disabilities.  
Recreation and Leisure Activities 
 Historically, promoting desirable leisure activities among adults with severe disabilities 
in residential settings has been difficult (Felce, 1991; Parsons, Cash, & Reid, 1989). Previous 
studies report that the most common leisure activities engaged in by individuals with disabilities 
are passive and solitary in nature (Hoge & Dattilo, 1995; Buttimer &Tierney, 2005; Zijlstra & 
Vlaskamp, 2005).  Not surprisingly, the current study also found that residents participated most 
frequently in passive activities.  Watching TV/video was the most frequently performed 
recreational activity at home followed by playing board games, doing arts and crafts, and 
listening to music/radio. However, there was a huge difference between the most highly rated 
activity (watching TV/video, 76.3%) and all other activities (range from 27.1% to 37.4%).   
Zijlstra and Vlaskamp (2005) point out that leisure time at home for individuals with disabilities 
emphasizes „killing‟ time rather than „quality‟ time, because watching TV requires almost no 
skills and limits opportunities for self-improvement and socialization. People with disabilities 
who seek to participate in active leisure activities often experience a need for greater assistance 
than others (Stebbin, 2000). Therefore, they may have had limited awareness of or opportunities 
to experience active leisure activities, resulting in limited confidence to participate in complex 
and challenging activities. 
 The activities that occurred most frequently in the community seem to be as passive as 
those that occurred at home. Shopping was the most frequently performed recreational activity 
followed by going to movies/concerts, eating out/having coffee, and going to the park. Only 
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around 20% of the respondents listed walk/bike running, bowling, attending fitness class/dancing, 
and playing game/sports as frequently performed community activities. One could argue that the 
most commonly reported activities in the community seemed to be social in nature.  However, it 
is not clear whether socialization occurred within these activities since data were not gathered 
about who participated with the individual with disabilities or the extent of their participation.  
Likewise, there was insufficient information to determine whether individuals with disabilities 
enjoyed the activities, made choices, or initiated participation in the activities.   
The present research found that individuals with disabilities were engaged in limited 
types of recreation/leisure activities that were passive and solitary in nature. Leisure activities 
and skills are an essential link to community participation outcomes in other areas such as social 
relationships, physical health, self-esteem, and providing a satisfying way to spend one‟s free 
time (Test et al., 2005; Voeltz & Apffel, 1981; Westling & Fox, 2004). Acknowledging the 
importance of leisure/recreational activities, this study suggests a need for ongoing support for 
individuals with disabilities to develop and enhance the social and practical skills necessary for 
effective use of leisure and recreation time. In addition, service providers should be aware of the 
importance of increasing the array of leisure activities available to individuals with disabilities so 
that they mirror those available to typical adults who do not have disabilities. 
Reasons to Lose Residential Placements 
The present study found that showing dangerous behaviors to self or others and having 
medical issues were the two main reasons to cause individuals with disabilities to lose their 
residential placement. Behavioral issues (i.e., dangerous behaviors to self/others, non-compliance 
with house rules, and illegal act/drug use/sex offender) were three of the 10 identified reasons to 
result in loss of residential placement. Previous studies also indicate that maladaptive behaviors 
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have been a major factor leading to unsuccessful community placements and, frequently, 
unsuccessful community relocation (Hill& Bruininks, Schalock, Harper, & Genung, 1981; 
Intagliata & Willer, 1982; Scheerenberger, 1979; Sutter, Mayeda, Call, Yanagi, & Yee, 1980). 
These prior findings suggest that what facilitates individuals with disabilities to relocate to or 
stay in institutional settings may be their frequent aggressive and destructive behaviors to others 
and self (e.g., Sutter et al, 1980); conversely, desirable behaviors by individuals with disabilities 
may be a key factor for successful adjustment to community-based settings (e.g., Schalock et al., 
1981). The negative outcomes of such challenging behaviors have also been found to be costly to 
manage and, thus, to limit the development of social relationships (Anderson, Larkin, Hill, & 
Chun, 1992) and to reduce participation in community-based activities (Hill & Bruininks, 1984). 
 It is still not certain what factors actually result in individuals with disabilities moving to 
more restrictive environments. This study, unfortunately, did not measure the severity of 
behavioral problems and its relationship to actual re-location to more restrictive environments. 
Perhaps, moving to more restrictive environments is due to service system characteristics rather 
than specific behaviors or other individual characteristics or to lack of the availability of support 
in the community. Depending on the support system available, individuals who exhibit 
challenging behaviors could remain in community residential settings and individuals who 
exhibit less intensive behaviors may return to institutional settings. In addition, before relocating 
individuals to more restrictive environments, it is important to consider whether placement in 
more restrictive residential settings is beneficial. In this regard, there is a body of research that 
reveals that people with intellectual disabilities who live in nursing homes experience a decrease 
in their health and adaptive behavior (e.g., Heller et al. 1995); and people with intellectual 
disabilities who move to community settings experience better health and increased levels of 
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integration into the community (e.g., Emerson & McVilly, 2004; Forrester-Jones et al., 2006; 
Robertson et al., 2001). For whatever reasons, given the above findings, it is questionable that 
returning these individuals to institutions is a desirable solution.   
Limitations of the Study 
 There were several limitations to the present study that should be considered in 
evaluating its implications. First, the small sample size significantly reduces the generalizability 
of the study findings and decreases the extent to which the findings are nationally representative. 
In addition, the small size of one subgroup (i.e., residential specialists who provide less than 20 
hours per week of in-home support, n=20) of the study population may prohibit reliable 
examination of sub-group perceptions. Nevertheless, it should be emphasized that this study 
conducted nationally sampled-surveys which geographically covered 26 states in the U.S. using 
probability-based random sampling, which provides a meaningful empirical foundation for 
future research.  
 Second, although relying on participants‟ responses in survey research is usual and has 
been reasonably accepted, this study did not observe the actual behaviors of individuals with 
disabilities. Accordingly, it is unknown if there were discrepancies between the critical skills 
required at the residences and survey participants‟ perceptions of critical skills.  Likewise, 
residential specialists‟ ratings of the participation of individuals with disabilities in community 
activities may be different than actual resident participation.  
 Third, the present study investigated limited domains of independent living skills. 
Therefore, independent living skills generated in this study must be considered as minimal 
competencies when utilized for curriculum planning. 
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 Finally, survey participants could have misinterpreted or misunderstood the survey 
directions. For example, some terms, such as “critical skills” and “critical activities,” or some 
phrases such as “successfully live in the community,” might have held different meanings for 
some survey participants. In addition, residential specialists likely had different levels of 
preparation and experience, which may have influenced what skills they thought were critical 
and how they viewed successful living in the community. Definitions of terms were provided 
within the survey; however, it is possible that respondents applied their own definitions.  
Future Research 
First, given the limited domains of independent living skills explored, future research 
should explore a broader range of independent living skills such as self-determination, 
communication, social, and vocational skills.  
Second, there is a need for research that investigates the perceptions of curriculum 
experts regarding critical skills and activities for high school students with disabilities to acquire 
prior to exiting school. Curriculum experts have developed a variety of functional curricula 
which are composed of skills necessary for independence. These curricula guide teachers and 
district-level transition personnel to select appropriate skills and activities that improve post-
school results for students with disabilities. Comparing  the perspectives of both curriculum 
experts and residential specialists will offer information regarding what skills have been 
advocated for individuals with severe disabilities to learn and what skills are actually required for 
them to live successfully in community residential settings.  
Third, the present study examined residential specialists‟ perceptions of critical skills 
and activities for individuals with disabilities in different residential settings. However, this study 
did not investigate the reports of actual residents with severe disabilities who live successfully in 
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residential settings regarding whether they possess the critical skills that residential specialists 
identified, their level of independence performing skills, and the frequency of their participation 
in activities. In order to obtain reliable information, multiple methods such as environmental 
analyses, observations in home, and individual and family interviews would need to be used.  
Last, the current study data should be re-examined to determine whether the levels of 
assistance and participation reported are similar for various skill clusters. For example, an 
important skill cluster for individuals with severe disabilities may focus on meal planning (e.g., 
plan menu, wash hands, prepare snacks/meals, use cooking appliances, set table, and serve food). 
The results may provide information regarding where individuals with severe disabilities require 
more assistance or more independence in order to succeed in community residential settings. 
Teaching skill clusters may foster independent performance and skill maintenance for 
individuals with severe disabilities rather than teaching a single isolated skill.  
Implications for Practice 
When designing curricula for students with severe disabilities, transition planning teams should 
use person-centered planning to encourage and facilitate student and family involvement, and 
achieve meaningful goals based on individuals‟ needs, strengths, and preferences (Browder, 
2001; Miner, et al., 1997; Test et al., 2005). In addition, they should consult the critical skills and 
activities identified in this study when considering skills to teach. Since all of the skills were 
identified as critical by a small portion (n=42) of the respondents, teams are encouraged to 
consider all of the independent living skills from the survey when identifying curriculum 
priorities.  
Residential service providers need to understand the needs of individuals with severe disabilities 
in order to adequately assist them to live as independently as possible. The current study 
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indicated that the hours of support provided may not be a crucial factor for successfully living in 
community settings. Simply increasing hours of support is unlikely to result in individualized 
services or optimal personal outcomes. Instead, service providers must possess effective 
strategies for working with individuals with severe disabilities that will assure participation in 
community activities and increase learning opportunities. Supports should be individually 
tailored in a manner that can promote personal interests and well-being, and improve 
independence and productivity (Thompson et al., 2002).Without adequate staff training, 
individualized planning may only waste staff energy, time, and resources without making 
meaningful changes in the lives of individuals with disabilities. 
From a policy perspective, eligibility, classification, and funding need to be determined 
according to how much an individual with disabilities requires or wants individualized supports 
(Thompson et al.). The current study revealed that individuals with disabilities living in a remote 
area are at a disadvantage in regard to access to some community activities. Policy makers 
should take steps to tackle sources of disadvantage based on the location of residential settings 
by establishing services designed to suit their needs.  
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Independent Living Skills Survey 
 
IMPORTANT- PLEASE READ 
 
Please think about the ONE adult (18 years or older) with the most severe disabilities on your case load who lives successfully in 
the community in a residence with eight or fewer individuals. For purposes of this survey, an individual who lives 
“successfully” in the community is defined as a person who thrives in the community and is not at risk for losing his/her 
residential placement. Living successfully in the community does not necessarily mean that a person lives independently.  An 
individual who lives successfully in the community may require supervision, adapted materials and equipment, and only partially 
participate in everyday activities. 
 
***Please think only about this ONE individual and the residence where he/she lives 
as you complete this survey.*** 
 
 
A. Community Residence Where the Individual Lives 
 
1. Please check the category(s) that best describes the residence where the individual lives. 
 
_____ Intermediate care facility for individuals with developmental disabilities with eight or fewer residents 
_____ Group home with eight or fewer residents 
_____ Foster home with eight or fewer residents 
_____ Supported apartment  
_____ Other (Please specify) ______________________________________________ 
 
2. How many hours per week do staff provide in-home support at this residence? 
 
_____ less than 20 hours per week   _____ 31 or more hours per week (but less than 24 hours per day) 
_____ 20-30 hours per week   _____ 24 hours per day (24/7)             
 
3. How close is the nearest store/restaurant to the residence? 
 
_____ Less than ½  mile     _____ ½   to 1 mile    _____ 1 to 2 miles    _____ 2 to 10 miles   _____ Over 10 miles 
 
4. How close is the nearest access point to public transportation from the residence? 
 
_____ Less than ½  mile     _____ ½  to 1 mile    _____ 1 to 2 miles    _____ Over 2 miles    _____ No public transportation 
 
5. What ONE form of transportation does the resident use most frequently? 
 
_____Walk _____Car (driving oneself) 
_____ Bicycle             _____Company van with staff driver 
_____ Bus _____Other (Please specify)  ______________________________ 
 
6. Where does the resident spend his/her time during the week day? Please check ALL that apply. 
 
_____ Community college                _____ Community non work settings 
_____ Sheltered workshop                _____ Supported employment/integrated work setting 
_____ Day activity center                 _____ Home (at residence) 
_____ Other (Please specify) _______________________________________________ 
 
 
     
 
152 
 
B. Domestic Skills and Safety Skills 
 
DIRECTIONS: In this section you will complete two tasks.  First, place a check (√) in the first column if the skill is critical to 
living successfully at this residence. A “critical skill” is a skill that all individuals at the residence can perform (independently or 
in part) or one that is targeted for instruction with any individuals at the residence who cannot perform the skill. Next, circle the 
LEVEL OF ASSISTANCE needed by the resident you are thinking about for this survey. ***IMPORTANT: You should circle 
the level of assistance for each skill, regardless of whether you believe the skill is critical. *** 
 
EXAMPLES 
In the example below, wiping the table is identified as a critical skill for all individuals at the residence to 
perform or learn to perform. The individual that has been selected as the focus for this survey needs assistance 
on some steps to perform this skill. 
 
Check (√) if 
skill is 
critical  Domestic Skills 
Needs 
assistance on 
all steps 
Needs 
assistance on 
most steps 
Needs 
assistance on 
some steps 
No assistance 
needed 
√ Wiping the table 1 2 3 4 
 
In the example below, using a cell phone is not identified as a critical skill for all individuals at the residence to 
perform or learn to perform. The individual that has been selected as the focus for this survey needs no 
assistance to perform this skill. 
 
Check (√) if 
skill is 
critical  Safety Skills 
Needs 
assistance on 
all steps 
Needs 
assistance on 
most steps 
Needs 
assistance on 
some steps 
No assistance 
needed 
 Use cell phone 1 2 3 4 
 
DOMESTIC SKILLS 
 
 
Check (√) if 
skill is critical. Domestic Skills 
Needs 
assistance on 
all steps 
Needs 
assistance on 
most steps 
Needs 
assistance on 
some steps 
No assistance 
needed 
 Grooming and Hygiene 
    
      1. Toilet 1 2 3 4 
      2. Wash/dry face 1 2 3 4 
      3. Wash/dry hands 1 2 3 4 
      4. Brush teeth 1 2 3 4 
      5. Bath/shower 1 2 3 4 
      6. Comb/brush hair 1 2 3 4 
      7. Wipe nose 1 2 3 4 
      8. Shave 1 2 3 4 
      9. Menstrual care 1 2 3 4 
 Mealtime Behaviors     
     1. Drink properly 1 2 3 4 
      2. Eat properly 1 2 3 4 
      3. Use utensils  1 2 3 4 
      4. Use napkin 1 2 3 4 
 Meal Preparation       
     1. Plan menu 1 2 3 4 
      2. Prepare snacks/meals 1 2 3 4 
      3. Use cooking appliances 1 2 3 4 
      4. Set table   1 2 3 4 
      5. Serve food 1 2 3 4 
     
 
153 
 
 
Check (√) if 
skill is critical. Domestic Skills 
Needs 
assistance on 
all steps 
Needs 
assistance on 
most steps 
Needs 
assistance on 
some steps 
No assistance 
needed 
 Meal Clean-up     
      1. Clear dishes 1 2 3 4 
      2. Hand wash/dry dishes 1 2 3 4 
      3. Load/unload dishwasher 1 2 3 4 
      4. Store leftovers 1 2 3 4 
 Clothing Care/Use     
     1. Operate washing machine 1 2 3 4 
     2. Operate dryer 1 2 3 4 
     3. Hang clothes in closet 1 2 3 4 
      4. Put clothes in drawer 1 2 3 4 
      5. Dress/undress 1 2 3 4 
      6. Select appropriate clothing  1 2 3 4 
 Housekeeping     
      1. Take out trash 1 2 3 4 
      2. Vacuum 1 2 3 4 
      3. Dust  1 2 3 4 
      4. Sweep/mop 1 2 3 4 
      5. Make bed 1 2 3 4 
      6. Yard care 1 2 3 4 
 Household Management 
    
      1. Pay bills 1 2 3 4 
      2. Manage budget 1 2 3 4 
      3. Make home repairs/call repairman 1 2 3 4 
  Please list any other important skills below 
 
 
    
 
SAFETY SKILLS 
 
Check (√) if 
skill is critical  Safety Skills 
Needs 
assistance on 
all steps 
Needs 
assistance on 
most steps 
Needs 
assistance on 
some steps 
No assistance 
needed 
 1. Use prescription/non prescription drugs  1 2 3 4 
 2. Practice home security (e.g., Use lock and key) 1 2 3 4 
 3. Respond to household emergencies 1 2 3 4 
 4. Demonstrate knowledge of escape routes 1 2 3 4 
 5. Use first-aid procedures 1 2 3 4 
 6. Inform others when sick/injured  1 2 3 4 
 7. Use telephone for emergency 1 2 3 4 
 8. Seek help when lost 1 2 3 4 
 9. Distinguish edible/non edible 1 2 3 4 
 10. Cross streets 1 2 3 4 
 11. Use public transportation 1 2 3 4 
 Please list any other important skills below 
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C. Community Activities 
 
DIRECTIONS: In this section you will complete two tasks.  First, place a check (√) in the first column if the activity is critical 
for those who live successfully at this residence. A “critical activity” is an activity in which all individuals at the residence 
participate (independently or in part) or one that is targeted for instruction with any individuals at the residence who cannot 
perform the activity. Next, circle the FREQUENCY OF PARTICIPATION in each activity by the resident you are thinking about 
for this survey. ***IMPORTANT: You should circle the frequency of participation for each activity, regardless of whether 
you believe the activity is critical. *** 
 
EXAMPLE 
In the first example below, going to a bar is identified as a critical activity in which all individuals at the 
residence participate or learn to participate. The individual that has been selected as the focus for this survey 
goes to a bar monthly. 
 
In the second example, going bowling is not identified as a critical activity in which all individuals at the 
residence participate or learn to participate. The individual that has been selected as the focus for this survey 
does not go bowling or goes less than once a month. 
 
Check (√) if 
activity is 
critical 
Community 
Activities 
None or less 
than monthly 
Monthly Weekly Daily 
√ Bar 1 2 3 4 
 Bowling  1 2 3 4 
 
 
COMMUNITY ACTIVITIES 
 
Check (√) if 
activity is critical Community Activities 
None or less 
than monthly 
Monthly Weekly Daily 
 Restaurants     
      1. Sit down restaurant 1 2 3 4 
      2. Fast food restaurant 1 2 3 4 
 Stores      
      1. Convenience stores 1 2 3 4 
      2. Grocery stores 1 2 3 4 
      3. Department stores 1 2 3 4 
      4. Drug stores 1 2 3 4 
  Services     
      1. Laundromat /Dry cleaners 1 2 3 4 
      2. Post office 1 2 3 4 
      3. Bank 1 2 3 4 
     4. Barber/beauty shop 1 2 3 4 
     5. Medical services (e.g. Doctor/Dentist)) 1 2 3 4 
     6. Social service agencies 1 2 3 4 
 Other 
     1. Church/synagogue/house of worship 
 
1 
 
2 
 
3 
 
4 
      2. Volunteer work 1 2 3 4 
 Please list any other important activities below 
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D. Recreation/Leisure Activities 
 
Please list the recreation/leisure activities that are performed most frequently by individuals with disabilities who live successfully at this 
residence. 
 
Activities Performed at Home Activities Performed in the Community  
1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 
 
E. Reasons for Losing Residential Placement 
 
What are the most common reasons for an individual at this residence to lose his/her placement? Please list up to 3 reasons. 
 
1. ___________________________________________________________________________________________________ 
 
2. ___________________________________________________________________________________________________ 
 
3.  __________________________________________________________________________________________________ 
 
F. Demographics 
 
The following questions will help us understand more about you. 
 
1. In what state do you work?      _________________________ 
2. What is the population of the community in which you work? 
_____ less than 2,500 _____ 2,500-49,999 ______ 50,000-250,000 ______ over 250,000  
3. Which best describes your job title? 
_____ Group home manager 
_____ Case manager 
_____ Care giver 
_____ Other (Please specify) _______________________________________________ 
 
4.  What is your gender?   
 _____ Male        _____ Female 
 
5.  What is your race? 
_____ White/Caucasian   _____ Asian or Pacific Islander _____ American Indian or Alaskan native      
_____ Black/African American _____ Hispanic/Latino  _____ Other     
 
6. What is the highest level of education you have completed? 
_____ Less than high school         _____ Bachelor‟s Degree  
_____ High School/GED      _____ Master's Degree                  
_____ Some College              _____ Doctoral/professional Degree (Ph.D., MD, JD)       
_____ Associate Degree 
              
7. How many years have you worked with adults with disabilities in community residential settings?                   years 
 
THANK YOU FOR YOUR PARTICIPATION! 
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Appendix B 
 
Consent Letter for Community Residential Facilities 
(i.e., Group Homes and ICFs/DD) 
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Consent Letter for Community Residential Facilities 
(i.e., Group Homes and ICFs/DD) 
 
 
Let us buy you a hot cup of coffee with the enclosed money while you take time to answer some 
questions  
 
We would like to invite you to participate in a national research study being conducted by a research team 
consisting of a doctoral student and a professor in the Department of Special Education at the University 
of Illinois at Urbana-Champaign. The purpose of this study is to determine the critical skills needed by 
adults with disabilities who live successfully in the community. Information from this survey will be used 
to develop a curriculum guide so teachers can help students with disabilities learn the skills needed to 
succeed in community residential settings following school. Teaching independent living skills in high 
school can significantly increase opportunities for individuals with disabilities to live in community 
settings as adults. Your input to this survey is critical to helping school districts understand what is 
expected of individuals with disabilities who live successfully in the community. 
Your participation in this study is completely voluntary. There are no risks to individuals participating in 
this survey beyond those that exist in daily life. There are no right or wrong answers to the questions and 
you have the right to refuse to answer questions if you feel uncomfortable answering. All survey 
responses will be kept strictly confidential. The number on your survey is for mailing purposes only and 
will not be used to identify you or the name of your residential facility in the study‟s findings. Only group 
responses will be reported. The findings from this study will be disseminated through journal articles, 
conference presentations, and a dissertation. 
The survey will take approximately 15-20 minutes to complete. If you agree to participate, please 
complete the enclosed survey and return it to me in the business reply envelope provided. If you do not 
wish to participate, either give the survey to another service provider at the residence where you work to 
complete or return the enclosed pink paper to let me know you do not want to participate.  Your input to 
this survey is critical to helping students with disabilities exit school with the skills needed to succeed in 
community residential settings. Thank you for taking the time to share your expertise! 
 
If you have any questions about this research project, please contact Rahkyung Kim by email at 
rkim5@illinois.edu or by phone, (217) 778-1561, or contact Stacy Dymond by email at 
sdymond@illinois.edu or by phone, (217) 333-0260.  
 
Rahkyung Kim 
Investigator                       
University of Illinois at Urbana-Champaign 
 
Stacy K. Dymond 
Associate Professor 
University of Illinois at Urbana-Champaign 
 
 
 
 
 
This project has Institutional Review Board (IRB) approval. If you have any questions about your rights 
as a research participant, please contact the University of Illinois Institutional Review Board 217-333-
2670 (collect calls accepted if you identify yourself as a research participant), or via email at 
irb@illinois.edu                                    
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Appendix C 
 
Postcard Reminder for Community Residential Facilities 
(i.e., Group Homes and ICFs/DD) and Supported Apartments 
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Independent Living Skills Survey 
Urgent! Please Respond 
 
Recently, you received an invitation to participate in a national study about Independent Living 
Skills from University of Illinois. This is a gentle reminder to please complete your survey and 
return it as soon as possible. If you recently sent your survey, please discard this notice and 
accept our appreciation for sharing your valuable time with us. Your participation in this study is 
essential to helping us identify the critical skills needed by adults with disabilities who live 
successfully in the community. If you need another copy of the survey, please contact 
Rahkyung Kim at rkim5@illinois.edu or 217/778-1561. Thank you for your help! 
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Appendix D 
 
Consent Letter for Service Providers and Case Managers  
at Supported Apartments  
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Consent Letter for Service Providers and Case Managers at Supported Apartments  
 
<INSERT DATE> 
 
Let us buy you a hot cup of coffee with the enclosed money while you take time to answer some 
questions  
 
We would like to invite you to participate in a national research study being conducted by a research 
team consisting of a doctoral student and a professor in the Department of Special Education at the 
University of Illinois at Urbana-Champaign. The purpose of this study is to determine the critical 
skills needed by adults with disabilities who live successfully in the community. Information from 
this survey will be used to develop a curriculum guide so teachers can help students with disabilities 
learn the skills needed to succeed in community residential settings following school. Teaching 
independent living skills in high school can significantly increase opportunities for individuals with 
disabilities to live in community settings as adults.  Your input to this survey is critical to helping 
school districts understand what is expected of individuals with disabilities who live successfully in 
the community. 
Your participation in this study is completely voluntary. There are no risks to individuals 
participating in this survey beyond those that exist in daily life. There are no right or wrong answers 
to the questions and you have the right to refuse to answer questions if you feel uncomfortable 
answering. All survey responses will be kept strictly confidential. The number on your survey is for 
mailing purposes only and will not be used to identify you or the name of your residential facility in 
the study‟s findings. Only group responses will be reported. The findings from this study will be 
disseminated through journal articles, conference presentations, and a dissertation. 
The survey will take approximately 15-20 minutes to complete. If you agree to participate, please 
complete the enclosed survey and return it to us in the business reply envelope provided. If you do 
not wish to participate, either give the survey to another service provider who has experience 
working in supported apartments or return the enclosed pink paper to let us know you do not want to 
participate. Your input to this survey is critical to helping students with disabilities exit school with 
the skills needed to succeed in community residential settings. Thank you for taking the time to share 
your expertise! 
 
If you have any questions about this research project, please contact Rahkyung Kim by email at 
rkim5@illinois.edu or by phone, (217) 778-1561, or contact Stacy Dymond by email at 
sdymond@illinois.edu or by phone, (217) 333-0260.  
 
Rahkyung Kim 
Investigator                       
University of Illinois at Urbana-Champaign 
Stacy K. Dymond 
Associate Professor 
University of Illinois at Urbana-Champaign 
 
This project has Institutional Review Board (IRB) approval. If you have any questions about your 
rights as a research participant, please contact the University of Illinois Institutional Review Board 
217-333-2670 (collect calls accepted if you identify yourself as a research participant), or via email 
at irb@illinois.edu                                    
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Appendix E 
 
Supported Apartment Regional Office Invitation Letter 
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Supported Apartment Regional Office Invitation Letter 
 
<INSERT DATE> 
 
We would like to invite staff from your regional office to participate in a national research study 
being conducted by a research team consisting of a doctoral student and a professor in the 
Department of Special Education at the University of Illinois at Urbana-Champaign. The purpose of 
this study is to determine the critical skills needed by adults with disabilities who live successfully in 
the community. Information from this survey will be used to develop a curriculum guide so teachers 
can help students with disabilities learn the skills needed to succeed in community residential settings 
following school. Teaching independent living skills in high school can significantly increase 
opportunities for individuals with disabilities to live in community settings as adults. 
Your Regional Office has been randomly selected to participate in this study.  Please select X 
number of residential specialists who work with individuals with intellectual disabilities in supported 
apartments and provide each individual with the enclosed envelope.  Each envelope contains a letter 
describing the study and inviting participation, a survey, a postage-paid return envelope, and a two 
dollar incentive. Thank you for your assistance in this important endeavor! 
 
If you have any questions about this research project, please contact Rahkyung Kim by email at 
rkim5@illinois.edu or by phone, (217) 778-1561, or contact Stacy Dymond by email at 
sdymond@illinois.edu or by phone, (217) 333-0260.  
 
 
Rahkyung Kim 
Investigator                       
University of Illinois at Urbana-Champaign 
 
Stacy K. Dymond 
Associate Professor 
University of Illinois at Urbana-Champaign 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This project has Institutional Review Board (IRB) approval. If you have any questions about your 
rights as a research participant, please contact the University of Illinois Institutional Review Board 
217-333-2670 (collect calls accepted if you identify yourself as a research participant), or via email 
at irb@illinois.edu                                    
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Appendix F 
 
Postcard Reminder for  
Regional Office Directors for Supported Apartments 
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Independent Living Skills Survey 
Urgent! Please Respond 
 
Recently, you received an invitation to participate in a national study about Independent Living 
Skills from University of Illinois. This is a gentle reminder to please disseminate the envelopes 
you received to residential specialists who work with adults with intellectual disabilities in 
supported apartments. If you have already disseminated these envelopes, please encourage 
those you contacted to complete their surveys.  Their help is essential to helping us identify the 
critical skills needed by adults with disabilities who live successfully in the community. If a 
residential specialist needs another copy of the survey, please have him/her contact 
Rahkyung Kim at rkim5@illinois.edu or 217/778-1561. Thank you for your help! 
 
 
 
 
 
